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MARYLAND STATE DEPARTMENT OF HEALTH 
CERTIFICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


08302 


y oz 
a? ere depp : 4 
ae 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
yp 25 BA a. STATE b, COUNTY 
2 2% r Carr ody MARYLAND Mi x 
= 328 b. CITY OR TOWN {if outside corporate limits, ¢. KENGTH OF STAY INTb || c. CITY OR ior {If oulside corporate limits, write RURAL and give neerest town) 
> 
yz 388 write RURAL end give neeres! town) y R 1--Syk 411 
SA is Rural- Sykes vill 48 yrs || 7 ural--Sykesvilie ; 
ie ca d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) 7 ET ADDRESS oI RESIDENCE 
stad ! ON A FARM’ 
= ee: X RF. D. 3 Re F. D. #3 | yes fel no[] 
2 38a 3. NAME OF First Middle “Lest 4 Bags “Month Day Yeer a 
3 aeN aoe 
° a, ‘ype or print) Searn 
Ea lte aes PRARL E. ALLEN ‘Z April 4 
a ag 5. SEX 6. COLOR OR RACE}7. MARRIED [SX] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (fn yeors |IF UNDER 1 iF saat 24 
2 E38 q teat birthday) (pagal ere Deys | Hours | 
ape (female _ white WIDOWED [| DIVORCED [| Decs 7. 1886 az ye | x 
yo .& 3 - We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY ju Ce oh £ (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= a 2 a done during most of working life, even if retired) 
rales | _housewife home Maryland U.S.A. 
a0 a a 
se = Qe P13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= ; 4 
s £8 * a 
$ sak Jabez Barnes | Kitty Haines - 
© 2£§_- 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT __ Address 
= ses (Yes, no, or unkown) | (If yes giveweror detesofservice) 
B22 Se o--- none Mrs. Lewis N. Grimes,same as # 2 = 
= 5 > Ee “18. CAUSE OF DEATH [Enter only one cause-ter line for (e), ( aly Suite BETWEEN 
£2285 PART |, DEATH WAS CAUSED BY: (2 OSE AN ENTE 
2eeoe IMMEDIATE CAUSE (e)__ c 4 Fy DALIT = 
Sages 4 
NE 1 DUE TO 
32 “aq ‘ 
eS E5 — Conditions, if eny, which (b) —— 
o 28 26 geve rise to immediete ceuse 
£2032 (a), steting the underlying (| DUETO 
eel : pili Al | 
elie See (e) St. | = = 4 —_ te ees ae 
a2 3 sats Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tie) “19. WAS AUTOPSY 
Heged 2 | vo PERFORMED? 
8 SE or a 5 yes [] NO 
os 3-2 vg Pee E. — = = = 
pee re & | 20a, ACCIDENT WAS UNDERLYING [} | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert I or Pert Il of item 18.) 
Rood - & | OR CONTRIBUTING L] CAUSE OF DEATH 
eEEDS G | (F EITHER, NOTIFY MEDICAL EXAMINER) 
>. oO a — 2. - 
gases 2 < | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, 201. (Cily or town) (County) (State) 
2558 g L 
Ret es 6 Hour e.m. While __ Not While feciory, street, office bldg., etc.) | 
B2 3° sl ‘a ot work [_] at work \ 
BeSoa - : 
Heots c hat (1) (we) last 
o v 
pe: ied 3 , from the causes and on the date stated above. 
@:: Tae 
a 2 ATTENDING STAFF 
aw oc PHYS. DIRECTOR 0 pays. [] 
Sot os = 
Hos R= . Agpres 
ae : 
Boe eS i La 
Oc528 AGP KA VEE EEE LG : 
Reh o= BURIAL, CREMATIO 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
D = VAL (Specify) 
$08 sae i , 
e~e RIA 4-49-1965 | Providence — Carroll Co., Maryland 
VR AIS (4) 24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS $y BY, 25 STRAS SIGNATY teem 


|. M. Waltz, Box 2 


1M 7/61 « 


44, Sykesville,Md. 


MARYLAND STATE DEPARTMENT OF HEALTH 


TAR OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Prk 
wigdd 048 CERTIFICATE OF DEATH QE3H3 
g 

ve 2e 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 

eee a. COUNTY a. STATE b. COUNTY vA 

= £22 Carrol MARYLAND Maryland Freer’ Ge ty 

so ee b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 

e Fs = 2 write RURAL and give nearest town) ae a 

2. S35 |\_Sykesvill e mos Thurmont ae 

2 3 gs iz d. NAME OF HOSPITAL OR INSTITUTION (If not In seated give Pee Ns d. STREET ADDRESS @. IS RESIDENCE 

ae oN ON A FARM? 

=a! 

~ Ses efi e_#2 ves] _no Be] 

Ss 3S 3. NAME OF First Middle Last 4, DATE Month Day Year 

Se DECEASED OF 

= 2 (ype or print) HARRY ROGER CRUM ARNOLD DEATH April 13 19 65 

B=] 

5. SEX y . . y 

z 8 3s s 6. pie OR RACE | 7, MARRIED [-] NEVER MARRIED [-] | ® DATE OF BIRTH o.AGE (ih yaars Teds i Fe a 2a 

8 Eee Male White WIDOWED [7] DIVORCED 7-1-1886 78 yrs. | | 

eo <¢ £ 10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

2 Ss Bua during most of working life, even If retired) INDUSTRY COUNTRY? 

Se 

2 Bes Huckster Maryland U.S.A, 

3 eee 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

— S22 Mahlon Arnold Martha Ellen 

ale a ed 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 

i 

~ fe ee unkown) a anaes Tone Recoria. Sov field State H ital 

so oy Cc rln, 

s = g 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] = es = = Eve BETWEEN 

o aS - r (a), (D), (c).. 

Sa2 5 PART |. DEATH WAS CAUSED BY: s Coa yar esl 

BSvES ipo, MEDIATE CAUSE (Coronary arteriosclerosis years 

ss or 42D / 

b=) Z DUE TO . 

$3" Conditions, If any, which _Arteriosclerotic heart disease years 

3 gave rise to Immediate 

ry cause (a), stating the ( DUE TO 


underlying cause last. fo) 


ctor, page 3 should be detached for use as the burial-transit permit. Then 


2 
Ss 
38 er 
a e oa 
Ydoao 
2 8el 
fS oF, 
=F see 
82 = = 3 ee arena eens GON a DEATH ge Ble dat heel CONDITIONGIVENINPART (2) 19. WAS AUTOPSY 
2.225 e be . brai rome associate: erebral arteriosclerosis, with ; 
e558 of $|p FASE: TREE BYRAT ssoctedes EE Se pneumonia. id yes )_ No] 
25 2°— = | 20a. ACCIDENT WAS UNDERLYING 20D. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of ttem 18.) 
=a tos & | OR CONTRIBUTING [] CAUSE OF DEATH 
S382, S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Pal 
ze 2 a z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
aS Toe a Hour a.m. While — Not While factory, street, office bidg., ete.) 
sas & 3s p.m. 19 at workL_} at work [] 
33 % 2 21. | certify that (1) (this hospital) atte we the deceased from iraq, Patis—66. 19___, that (1) (we) last 
— ~~ " - "1 
ESess saw the deceased alive on. 13 a and that death occurred at__"—_M, tr6m fhe causes and on the date stated above. 
=2O = 22a. SIGNATURE 7 i Ze 220. DATE SIGNED 
Sssze ‘ ATTENDING MED. STAFF 
Saas ttt Li OCES mp. PHYS, [een pays. (| 4-13-65 
me 220, PHYSICIAN'S ZO 22d. ADDRESS pringfiela State Hi tal 
BES \2 i ; pringfield State Hospita 
as z = / NAME (P2) Octavio A, Ruiz, M.D. | i 
eoZog L. 
=P Res 3a, BURIAL, CREMATION, 23. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
e* e> a REMOVAL (Specify) 


/ ADDRES: 


24, FUNERAL onom 


] *) 


Chin. Lees” LA 
- : ry 25a. HBR Tee 


DATE 


site eit 


f 


G5 


VR AI5 (4) 
15M 4-64 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


08840 CERTIFICATE OF DEATH 


= 
|. PLACE OF DEATH. ; 2, USUAL mee (Whepé dacaasad lived, If insti ie befora admission) 


a. COUNTY = a, STATE 


MARYLAND 
c. LENGTH OF STAY IN ib c. CITY OR TOW! 


24 hours after 
in by the funeral 


=e) hae 


e 


ding physician and completely’ 


ithin 72 hours after death. 


RACE|7, MARRIED ["] NEVER MARRIED [-]_ F . AGE (In Af IF UNDER 1 YEAR| IF Nee 24 HRS. 
- irthday) |"Months] Days | Hours | Min. 
wipowen ff vivorced [7] yrs. 


OCCUPATION {Give kind of work | 10b. KIND BF BUSINESS OR INDUS; ji W reign country) | 12. CIT) 
| 
FAR. 


donpMaying most it, ‘Tifa, even if retired) 


lease remove carbon papers. Pages 1 and 2 should 


VAS DECEASED EVER IN US. ARMED FORCES? | 


a A ‘V6. SOCIAL SECURITYNO. 
Yas, no, Ar unkown) | (Hyas gi: fawar ordatesofservice]| 


18. CAUSE OF DEATH [Enter only ona cause par lina for fh), (b), and (c).) 4 4 | INTERVAL BETWEEN ud 


PART 1, DEATH WAS CAUSED BY: hae Woe 
IMMEDIATE CAUSE (a)__4 = 2 A & : <_te 
Conditions, if any, which 
gava rise to immadiata causa 


(a), stating the underlying 
cause last. 


uv 
3 
3 
3 
* 
3 
° 
a 
= 
. 
a 
= 
5 
by 
£ 
3 
° 
£ 
3 
= 
3 
3 
g. 
g 
2 
z 
a 
® 
2 
= 


rtificate has been signed by the atten: 


“re 


20a, ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 16.) 
OP CONTRIBUTING [} CAUSE OF DEATH 
(H EITHER, NOTIFY MEDICAL EXAMINER) 


is ces 


20c, TIME OF INJURY Month, Day, Yeer 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) (State) 
Houcorarnt While Not Whila factory, siraat, office bldg., atc.) | 
9 at work [] at work 


be retained by the hospital or attending physician. 
MEDICAL CERTIFICATION 


ATTENDING PHYSICIAN: 


attended the Xe from... 


ATTENDING MED. 
PHYS. pa 


DiRECTOR: After thi 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. Then p! 


TO HOSPITAL 
death. Page 4 
TO FUNERAL 


oval oo ) , ‘ 4 
VR AIS (4) aE f f L 25a. ass 
15M 7/61 batt 6 1S 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


“ 
i=) 
E 
o—_ 
= 
= 


' MEDICAL EXAMINER'S CERTIFICATE OF DEATH C8305 
HEALTH DEPT. |i. piace or venta 2, USUAL RESIDENCE (Where deceated lived, If Institution: Residence before admission) 
"hae 1 a ae ee b. COUNTY 
a 7 arr. MARYLAND Marylan Smore-Gi ty: 
y EES = 'b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b | c. CITY OR Tha (If outside corporete limits, write RURAL and give nearest town) 
52 Es write RURAL and give nearest town) Baltimore 
—E 8. Sykesville 2yrs.Smos.10dys. ; btn A 
¢ . ae a. AAA ‘OF HOSPITAL OR INSTITUTION (if not In rie give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
2 9 ‘ i ? 
@ 22 ¢ Springfield State Hospital 18 West West St. vesC) nok] 
See a2 | 3. peor te First Middle Last 4. eee Month Day Year 
om 2 oat + 
ard sk (Type or print) JULIUS RUDOLPH BENTZ DEATH dpnil 2a: 19 65 
=—E z = 5. SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIED [St] | 8. DATE OF BIRTH Spee ayers ve wR IF UNDER 24S. 
= gs Male White | wioowe 7] pivorceo[-]| LL-26-23 Ba ee se | f 
gcs 2 108. USUAL OCCUPATION (Give Kind of work done | 10b, KIND OF BUSINESS OR Ii. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
2s 8B during most of ere even If retired) INDUSTRY COUNTRY? 
Bom “2 elivery helper Maryland U.S.A. 
“68 O85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
La oc 
Pee =, Ernest Bentz May Frank 
z= ne Ss 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Nc = (Yes, no, or unkown) | (If yes pive war or dates of service) 
fe x ‘a 3 a 2 
Es% 28 |__No 1217-1h-0283_ | Records, Springfield State 
= a3 rs 5 1B. CAUSE OF DEATH [Enter only one cause per Ine for (a), (b), and (c).] INTERVAL BETWEEN 
i per PART |, DEATH WAS CAUSED BY: 5 ; : . ba ae 
BES Pao FAN OESTMMEDIATE CAUSE (0) Acute asphyxia due to aspiration of vomitus i 
Beco = “4LIO 
ge5 £5 ~ Fi DUE TO ; 
Sef 38 Conditions, If eny, which w)__2Lleeding from a large duodenal ulcer Weeks 
3 a2 Ss 5 geve rise to Immediate DUE T0 
BL fs cause (a), steting the 
Bre 7 underlylng cause last. 
see (©). = 
3 £s BE & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPARTi(@) 18. “WAS AUTOPSY 
ge 85 4 i|Acute brain syndrome associated with convulsive disorder VES NO oO 
ae «ls 
Sue 2 =| 20a, TERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part It of Item 
Eme es = | 20a, ExTe W i) jOW INJURY 0 ure of Injury In Part | or Part 1 of em 16) 
S22) oe 5 PRIMARY [} OF CONTRIBUTING () 
ES = je 
2s by + 
i cE Bz 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 7oe; PLACE OF INJURY Home, f 20F. (City or town) (County) (State) 
gge oe 8 Hour While. — Not While aE Ute 
Ze2 23 = p.m, at work] ot work C] 
=p. ce 21. I certify that | took charge of the remains desefibed above, held an Autopsy xX Inspection [_], Inquiry [_], and In my opinion 
Sue 
be 2283 death result from, ent (_], Suicide [-], Homicide [_], Undetermined manner [_] 
e e Bie z po MEDICAL EXAMINER [7] 
! £ ACTUAL ? 22. DATE SIGNED 
38> == Sienatur Lick GASSISTANT MEDICAL EXAMINER [—] h Soe 
Sece as XAMIRER’S Lae i Fae = tL fp Che 
i E rE : 4 
Bose 52 Al | RMS of. Glenn Speicer /M. D. as breed rd 
ws es p= 23a, BURIAL, CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate 
Seeets rcp ecify) y ' 
eae Y- 24-5. , . 


24, FUNERAL DIRECTOR 


! Ne Cally 130 E, 


TO HOSPITAL OR ATTENDING PHYS! 


ICIAN: The law requires that the death certificate be executed within hours after death. 


VR A15 (4) 
15M 4-64 


| or attending physician. 


Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR: 


sie 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


L'/ |__B&he2 CERTIFICATE OF DEATH 08306 
Se 
25s OE oe Leteatl- 2, USUAL RESIDENCE (Where dopeased lived, if institution: Residence before admission) 
2 : a, STATE b. COUNTY 
27s Q MARYLAND jb ( bettote. 
pe 2 s b. CITY ean (if patel corporate. limits, c, LENGTH OF STAY IN 1b || c. Le TOWN (Ifoutside corporate limits, write RURAL and give nearest town) 
Be - a 
=.3 Laisa a VEL Aig 
S45 d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS @. 1S RESIDENCE 
2a" ,¢9 - ON A FARM? 
Bas eral e ves] nofd 
rs 3. NAME OF First 
255 NAME OF rs ‘Middle A. aL, wy Bs Year 
< (Type or print) Lo DEATH 19 6S~ 
£ 5. SEX E 
7 f 7, MARRIED [i NEVER MARRI 8. DATE OF BIRTH 9. AGE (In. years a eA IF UNDER 24 HRS, 
Sg : : K Oo Fee. 23 o, EFS |7 las icy Months | Days | Hours | Min. 
ae fe WIDOWED [_] DivorcED [_] 
Sige’ 10d, USUAL OCCUPATION (Give kind of work done | 10D. KIND OF BUSINESS OR TI. BIRTHPLACE County & State of Ea aap 12, CITIZEN OF WHAT 
Bo during st of working Nifg, even If retlred) IND) ISTRY ¢ 
35 Ce. 7... 
ou 


13. RATHER’SAVAME 


15. WAS Ley if U.S. ARMED FORCES? 


7 | 14, MOTHER'S MAIDEN NAME 


L flew 


Then 


State Dept. of Health prior to burial, cremation, or removal 


U S 16. SOCIAL SECURITY NO. Address 
(Yes, no, or unkown) fae One aT , i 
-OS- 32: - bv 

18. CAUSE DF DEATH [Enter only one cause per Ilne for (a), (b), and (c).) pie ol 

PART |. DEATH WAS CAUSED BY: ~ 

IL 3 janes CRUE CRLCIMOMA OF 4£NG WITH 

tie tas DUE TO ; 

Conditions, If any, which VE j?, 1 46 5 ae L VEGF 
gave rise to Immediate ', Ms Dé £i READ Sih. wa S 


cause (a), stating the DUE TO 
underlying cause last. (c). 


ficate has been signed by the attending physician a 


director, page 3 should be detached for use as the burial-transit permit. 


should be filed with the 


3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) |19. ELST Lee 
2 CONTRIBUTING TO DEATH 
3 S ves [[] No [}— 
3 a 
<= i | 20a. ACCIDENT WAS Paes 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
5 & | OR CONTRIBUTING [| CAUSE OF D| 
° © | (IF EITHER, NOTI EDICAL EXAMINER) 
2 3 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home,farm,] 20f. (City or town) (County) (State) 
a a Hour a.m. while, Nat whe factory, street, ofce Bldg, ete, 
5 FA 
£ = p.m. 19 at work [_] at work 
7 21. | certify that (I) (this hospital) attended the deceased from ie? 2S" that (I) (we) last 
saw the déceased alive on ake aa 19S", and that death occurred at 22M, from the causes and on the date stated above, 


2a, URE, 


220. DA 
2 y bec Occ M.D. Pats BAYS. Fol ie gs 


"Aa WiGOEUt J. Fig 2 


23a. BURIAL, CREM) in| 23b. PLIST 


county) (State) 


23c. NAME OF iad ERY OR Cl | Tai City, tor 
25a. Z2| BY eee 25b. REGISTRAR’ be fog. 
oe oe APR 20 1965 _fCCords 


MOVAL-(Spgclfy) 


o_o, 


Pages 1 and 


apers. 


ent, within 72 hours after deg 


i ' hours after death. ra) 


thin 2 


i 


completely filled in by the funeral 


mit. Then please, e carbon 


‘ansit per 


ed by the attending phys 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


iar 
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: The law ret tt 
or attending physician. 


certificate has been si 


: After this 


director, page 3 should be detached for use as the buri 


Page 4 may be retained by the hosp 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: 


VR AL5 (4) 
15M 4-64 


= 


“ 


Ay) 


MEDICAL CERTIFICATION 


~ 


% 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


06843 CERTIFICATE OF DEATH 08304 
1 ari ape 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a, STATE b. COUNTY 
Carrol] MARYLANO. Harvlana Carroll 
b. CITY OR TOWN (If outside rofporate limits, cc. LENGTH OF STAY IN 1b || c. CITY OR TOW! ‘dutside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) ¥ 
7 Days Rural Westminster 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET AOORESS a Pe ee ae 


General Hospital ! R.F.D. #1 ves] nobel 


3. eee First Middle Last 4. Lal Month Day Year 
(Type or print) DEATH 4 > g 19 és 


Brown 
5. SEX yi 3 u D: Ai I FUNDER 24 HRS, 
- COLOR OR RACE | 7, MARRIED je] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE coe Non | Dor AIDE | Mile 


White wipoweED [] DIVORCED Dec. 2 yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRT ke ae & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


a: Maryla: 
13. FATHER’S NAME 1 MOTHER’S MAIDEN NAME 


Nelson_A. Brown J, Maus 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, of unkown) inl war or dates of service) 


18. CAUSE OF DEATH [Enter only one cause per JIne for (a), (b), and (c).] 
PART |, DEATH WAS CAUSED BY: = 
Z IMMEDIATE CAUSE (2) SEPTICEMIA 
me a ¥ DUE TO 


Conditions, If any, which 0) Ue, NAR y- TRACT ([NKFECTION _L WEE 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (c). 


PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY” 


ARTERIO ser eeosiS- GEneRAl/2eD ves [] No [q} 


20a. ACCIDENT WAS ai 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part i or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am, while factory, street, office bldg. etc.) 


Not While 
p.m. 19 at work] at work CE) 
21. | certify that (I) (this hospital) attended the deceased from o> 1945 to _ YP , 19G5 “that () (we) last 
saw the deceased alive on__ (“> __19 © and that death occurred at//33M, from the causes and on the date stated above. 


We. SIGNAT es 2b. DATE SIGNE 
ATTENDING ED. STAFF ; 
eet G- <a” oa uo, SRE" Bore HAE | YF ee 
HYSICIAN'S 


22d. ADDRESS 
NAME (P®) Vincent J. Fiocco, Jr. Westminster, Maryland 
2. 2 
23a. BURIAL, CREMAT! seat | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY es 23d. LOCATION (City, town or county) (State) 


beg! (Specify) tc 
Ve, £Y5) Snes ery _-—_§_ a REC’O BY ar eners "2 REGISTRAR’S StenaTORe 
Taneytown, Ma._| oareMAY 3 196: Olornbeg Jucige. 


INTERVAL BETWEE 
‘ON EY AND DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH 


ISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
tay CERTIFICATE OF DEATH 0 8 3 iis 
gz . 4 
& $3) M t PLACE OF DEATH “? > ae 2. USUAL RESIDENCE (Where decaosed fived, If institution: Residence bafore admission) 
2s = a. STATE b. COUNTY 
g ee, Carroll oa MARYLAND | Marylend Carroll 
2. v b cny OR TOWN Gr outside pec ee, je “LENGTH OF STAYIN Tb |] c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
§ write and give nearest town) z 
= ae Sykesville R.D. | 6 mos. % Finksbur¢ 
sas 3 d. NAME OF HOSPITAL OR INSTITUTION (it not in hospital, give street eddress) ||| d. STREET ADDRESS 8. 3 RESIDENCE” 
: NA FAI 
@: : Klees Mill Guest Home yes [_} No [3} 
5 ean ES NAME OF “Fini Middle Tost 4, DATE Month ‘Dey Year 
OF 
a (ype or print] Sarah Cecelie Burgoon ik PER Pepe). iLO 5 * 19S 
§ SEX 6. COLOR OR RACE|7, MARRIED [-] NEVER MARRIED [3q] | & DATE OF BIRTH “ast ice (i oeperaELNCY EAR| IF UNDER 24 HRS. 
s lost birthdey) | Months] D: Hi Min. 
8 mele White wioowed [] _bivorcep [] | March 15,1871 | 3) Berd! ay ‘| oe 3 


Wa. USUAL OCCUPATION {Giva kind of work 


F WHAT COUNTRY? 
dona during most of working life, even if retired) 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 


1Db. KIND OF BUSINESS OR = gel Wl. BIRTHPLACE (County & State, or foreign country) | #2, Cl 


None = an one Union Milles, Carroll Co..Méa. UsS.oA. 
13. FATHER'S NAME ] 14. MOTHER'S MAIDEN NAME 
Williem Naile Burgoon | Mary Anne Frock 
a WAS Baa ee NUS “ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT i W eet Isb g 
fas, no, or unkown yas givawarordatasofservice) ar if eldsbure 
Na Soo Mrs Herbert Hull,Westminster B23 


18. CAUSE OF DEATH TEntor only one cause per line for (a), (b), and 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE 


GAx.| DUE TO 
Conditions, if any, which 
gave rise to immedieta couse 
{e), stating the undarlying ( PVE TO 
causa fast, te) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) 


20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injur 


‘2Dd. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 2D#. (City or ¥ ~~ {County) ~ {State} 
While __Not Whil | factory, street, office bidG., etc.) | 
Oo 1 


Aven 
INTERVAL BETWEEN 
ONSpT AND DEATH 
o 


! or attending physician. 
TOR: After this certificate has been signed by the attending physician and completely 


19, WAS AUTOPSY 
PERFORMID? 


YES No [] 


202. ACCIDENT WAS UNDERLYING [1 1 | or Pert Il of item 18.) 
OR CONTRIBUTING ['] CAUSE OF DEATH 


(IF EFTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, 3 
Hour a.m. 


MEDICAL CERTIFICATION 


9 at work at work 


pt. of Health prior to burial, cremation, or removal, and in any ithin 72 hours after deat 


‘TENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospi 


2 ceqsedfrom....4. x ‘Sat, that (1) (we) last 

re U2 Se? and that death occurred a Eid and on the date stated above. 

= a IG ct STAFF 72 Gh) 

ATTENDING _; “MED. Al 

fe) 2 _ mp. | PHYS. _ DIRECTOR pial PHYS. Oo Sab) See ~Yr~-L 
ES at = i 22d. ADDRESS k 
ae | A) A. (ee STI W N/ : 
ee Rge METERY OR CREMATORY | —=*|- 23d, LOCATION (City, town or count bé {Siat6) 
029 4 Bu . Mery's Cemetery Silver Run, Carroll Co. 
x 


ERAL-DIRECTOR’S SIGNATURE x ADDRESS i : 
, WZ , Westminster, Md. 


2Sa. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


i 
VR AIS (4 . 
1SM 7-62 DATE ADR 9 9.4 5 Pte: La : é “ 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
: DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


HW) 068465 CERTIFICATE OF DEATH 08304 


ral 
<, 
oon: 


= 
6 2 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before giminion! 
a ae e. COUN’ a. STATE b. COUNTY 
2 £355 Ceaigiaa X MARYLAND Marylend ——___ omen 
>Es b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, Hon tat and Eanes town) 
mA pee s write RURAL end give nearest town} 
; aoe Sykesville (rural) 4?y 9m 2da Rockville (rural) 
= 2 2 y d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
> 5 ON A FARM? 
2 2e2 ) |__ SPRINGFIELD ~ STATE HOSPITAL, a ves [] No DR 
Ty ag / '3. NAME OF First Middle a ee Month Day Yours 
ahs DECEASED OF 4 
-s (Type or print) Diamond - Burroughs peatH = April 15 1965 
as 3. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED PX] | 8 DATE OF BIRTH 9. AGE {In yeors |IF UNDER YEAR| IF UNDER 24 HRS. 
irthday) th: | Hours Min, 
Male White | wow  ovoreo—]| 7-10~89 vis se. ge alin eee 
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Farmer Farm Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Edward Burroughs Annie Ricketts : 5 
1S. WAS DECEASED EVER IN U.S. aay FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgivewarordeles ofservice) 
CC —— Hospit records Se Ss 
18. CAUSE OF DEATH [Ener only one cause per line for (a), (b), and (c).) a a. — INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; i Reapaeheghe tess AN 
IMMEDIATE CAUSE ()_ Coronary occlusion | minutes _ 
Sa / DUE TO 
Conditions, if any, which i) _Arteriosclerotic cardiovascular disease |__years. 


gave rise to immediate cause 
(a), stating the underlying (| CUETO 


cause last, fe) 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 


Buria 4/19/65 Rockville Cemetery 


24 FUNERAL DIRECTOR'S SIGNATURE Bh BA. ADDRESS. 


23d, LOCATION (City, town or county] (Gtr Le 


Rockville, Maryland 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cai 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


¢ 
2 
+ 
rd 
> 
= 
a 
a 
“4 
3 
2 
2 
S 
rf 
6 ee 
3 Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)| 19. WAS AUTOPSY 
A 9 ye alae Ed al 
$ 7 f " 
s ~|s Schizophrenic reaction, _hebephrenic tyne 
) | © | 20a. ACCIDENT WAS UNDERLYING ina F 
2 & | OP cOMMEDING Ty COUR IG [| 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
2 & | {IF EITHER, NOTIFY MEDICAL EXAMINER) — 
ee) —— — 
=a % | Zoe. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, > 207, (City or town) (County) {(Biate) 
2 rat Hour a.m. While Not While fectory, street, office bldg., ete.) | 
i] *f == p.m. = E3 at work [_] at work 4 = a 
3 . | certify that (& (this hospital) attended the -_ from... JeL Be LP. Woe t0.. April.. alee OF 65 that (Be (we) last 
2 
me saw the deceased alive on... April. pee 19! 65... ., and that death occurred eM, from the causes and on the date stated above. 
— 2a. SIG| at ree aa = 2b. DATE 
T Al 
* ig J Ch WA; Ve LV mop. | PHYS.  [[] oirecror [J PHYS. [ April 15,1985 
o 2c, PHYSICIAN'S 22d, ADDRESS 
x “ave (re) Konstantin Weber, M.D i 
“2 } SnVER Kever, Meve _....__ Springfield State Hospital, Sykesvil 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ai 


‘1 25a, REC'D BY REGISTRAR | 2Sb. 5 eaeen IGNAJURE = 
AE 1 Chthi Ne Peal HY hiv Be tbesth 7 \oxkPR 22 196 i corbeg Nedge 


nme 


MARYLAND STATE DEPARTMENT OF HEALTH 


~~ 
1 { M DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
\ Sas 
ate CERTIFICATE OF DEATH 83h 
S28 1, Pu [ 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissig 
eee ei a, STATE, b. COUNTY 
275 Carroll MARYLAND Maryland Baltimore °¥ iy a 
= 5 b. CITY OR TOWN (If outside corporate limits, ct. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporete Iimits, write RURAL and give nearest town) 
Be 2 write RURAL and give nearest town) 
Se Sykest lle 9 mos./1)_dag|. Baltimore _ Zoo l-4 
Be d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
3X 
Fas Springfield State Hospital 523 Spring Lake Way ves] noid 
=a 3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
oa DECEASED ~ OF 
B82 (Type or print) EDITH MAY CHILCOAT Evin 196 
Soe BiyeSEX 6. COLOR OR RACE | 7, MARRIED 8. DATE OF BIRTH 9. AGE (in years | IFUNDER1 YEAR|IF UNDER 24 HRS. 
a * EDU NEVE NAGRIED bd 9 5r 90 last birthday) [yonths | Days | Hours | Min. 
Fenal e Whi t8 wipowen {~} Divorced [7] 8-25-88 76 yrs. 
10a. USUAL DCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
S35 Bank Teller Maryland USA. 
a 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
g 
=e William H, Chilcoat Lillia Fisher 
we 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT ‘Address 
= S (Yes, no, Sener (if yes vive war or dates of service) 
5 No 212-22-82))5 | Records, Springfield State Hospi on aa 
ss 18. CAUSE DF DEATH [Ent I iT] % . INTERVAI 
GE PART |. DEATH se dies, be Ce tae ge ONSET ae Een 
ss “~"" IMMEDIATE CAUSE (2) Multiple infected bed sores, weeks 
= A 
4 os DUE TD - 
Conditions, If any, which wo _Arteriosclerotic cardio-vasohlar disease. years 


gave rise to Immedlate 
cause (a), stating the DUE TO - . is 
underlying cause last. (c). Generalized arteriosclerosis. 


| or attending physician, 


FS PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) 119. Saye 
0 g Chronic brain syndrome associated with senile brain disease, with ves] No 

s ns : i 

= | 20a, accl IAS UNDERLYING (Ob. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury in Part | or Part II of Item 18.) 

§§ |] OR CONTRIBUTING [) CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED j 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

3 Hour a.m. While Not While factory, street, office bidg., etc.) 

= p.m. 19 at work L] at work 

21. | certify that (I) (this hospital) attended the deceased froi =10= 19,7, to 19.65., that (I) (we) last 


saw the deceased alive o er 
22a. SIGNA S 
_ 1 
Tr. Thee, Aad 
PHYSICIAN'S 
NAME (Type) 


19, and that death occurred at, from the causes and on the date stated above. 


| 2b. DATE SIGNED 
ATTENDING MED. STAFF 

Pays. (1 _birector [1 pus. [39 u/eh/ 65 

22d. apbRESS Springfield State Nospital 
Antonius Glatmy ¥.D. Sy) i ME 

23b. DATE THEREOF 236. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) (tate) 


Druid Ridge Cemetery Pikesville, Balto. Co, Md, 
ADDRESS i< REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 


L/yplls Read, Balto.Nd.| ore APR 27 1965 (hort 


22c. 


3s 
5a 
2 
@ 
£5 
eS 
ol 
pcs 
2 
gs 
aa 
a) 
2a 
Ss 
wo 
22 
r= 
88 
oo 
coe 
os 
= 
Pn 
32 
ae 
Se 
nis 
= 
b=] 
ao 
se 
se 
e-) 
i=} 
£u 
Ss 
26 
So 


= 
g 
2 
= 
© 
fb 
= 
: 
5 
s 
2 
@ 
£ 
2 
> 
a 
3 
2 
Be 
5 
5 
5 
Q 
s 
“4 
: 
g 
2 
2 
q 
5 
bei 
25 
5 
28 
2° 
= 2 
aS 
—, 
> oD 
or 
ust 
3 
£ 
aes 
2o 
£8 
26 
Sa 
= 
es 
32 
® 
PR 
aos 
= 


230. BURIAL (CREMATION) 
pect 
Buri 
24. FUNER 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 


DIRECTOR 


VR A15 (4) 
15M 4-64 


Boa 


2, and 3 1% 

PM3. Page 5 

the State Departmen! 
in 72 hours after dea 


Item 18. Give Pages 1, 


1 Examiner's Office along with form 


2” in penci 


YAMINER: This certificate should be executed within 24 hours after death. If any dela 


should be forwarded to the Chief Medica 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 an 


me certificate, writing the word “pend 
of Health or its designated agent, prior to burial, cremation, or removal, and in any ev 


please execut 
director. Page 4 


TO DEPUTY MEI 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


08847 __ MEDICAL EXAMINER'S CERTIFICATE OF DEATH ii 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
pan Carroll a. STATE b. COUNTY 
MARYLANO Maryland Carroll 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b |! c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 7 
New Windsor 23 years || X New Windsor 
d. NAME OF HOSPITAL OR INSTITUTION {if not In hospital, give street address) || d. STREET ADDRESS @. its 
Roper 2 J RED 212) ves] no fl 
3. NAME OF i AT 
DECEASED First Middle Last 4, Lala Month Day Year 
(Type or print) WILLIAM R. CONAWAY DEATH April gle 19 65 
5. SEX 6. COLOR OR RACE |7. MARRIED [~] NEVER MARRIED [oq 8. DATE OF BIRTH 9. AGE {in years TFUNDER 1 YEAR [IF UNOER 24 HRS. 
“ Jast birthday) Months | Days | Hours | Min. 
Male White WIDOWED [7] pvorceD[]| Dea, 22 1 9 181 46 yrs. | | 
102. USUAL OCCUPATION (Give kind of work done| 0b. KiND OF BUSINESS OR T1. BIRTHPLACE (St&te or foreign country) 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
None Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
__Alvin F, Conaw: 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Addrass 
(Yes, no, o unkown) hia Ulve war or dates of service) 
q Mrs Fulton Green Rt.2 Mt.Airy, Md. 
18, CAUSE OF DEATH (Entar only ona cause per line for (a), (b), and (c).1 INTERVAL DER EEN 
PART I. DEATH WAS CAUSED . é tue 
: __y IMMEDIATE CAUSE (0) eneralized Peritonitis 
4 O71 DUE TO / 
Conditions, if any, which ) Ruptured Peptic Ulcer of Stomach. 


gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause last, (c). Es = a 

PART Il, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO 10 THE TERMINAL OISEASE CONDITIONGIVENINPART 1(a) |19. pS aN cls 
yes] no Oo 

20a. EXTERNAL CAUSE WAS 20d, DESCRIBE HOW INJURY OCCURREO, (Enter nature of injury In Part | or Part I of Item 18.) i 7 

PRIMARY [} or CONTRIBUTING () 

CAUSE OF DEATH. 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work] at work artia 


MEDICAL CERTIFICATION 


21. | certify that | took charge of the remains 
death resulted from: _Natural causes [X], 


cribed above, held an Autopsy [x], Inspection { |, Inquiry , and in my opinion 
ident [_], Suicide [_], Homicide [_], Undetermined manner (_] 
CHIEF MEDICAL EXAMINER [_] 


rt mp, ASSISTANT MEDICAL EXAMINER [33] 22. DATE SIGNED 
DEPUTY MEDICAL EXAMINER 

EXAMINER'S O 4/1/65 
NAME (Type) Charles S. Petty, M.D. Address (Street, city, town, or county) ze 

23a. BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) (State) 

REMOVAL (Specify) | 4/3/ | M i 
/) 24. FUNERAL DIRECTOR AOORESS P 2a. *O BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 

C.M.Waltz Box 241 Sykesville, Md. lomAPR 5 1965 Cortes Quctpe. 


L— 1 . MARYLAND STATE DEPARTMENT OF HEALTH 
Divisipn of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA Oo3L2 , 


FOR STATE_-| “pg MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
DRESS 


HEALTH DEPT. 2. USUAL RESIDENCE (Where deceased lived, If Institution: O53 before admission) 


Carroll ‘aiavuind ® STATE Mary land pCOUNTY Carroll 


b. CITY OR TOWN (If outside col Bpocats, limits, c. LENGTH OF STAY IN 1b |’ c. CITY DR TOWN (If outside corporete limits, write RURAL end glve nearest town) 
write RURAL and give ew town) 


Rural, Littlestown, Pa. Life xX Rural, Littlestown, Pa. 
d. NAME OF Hosta T3Hy "AGERE" Hospital, give street address) || ¢. STREET AOORESS Mai ling Address 8. IS RESIDENCE 
Littlestown, Pa, Re D. 1 /Littlestown, Pa. Re D. 1 Yes [ONO 
NAME DF First Middle tast 4. DATE Month Gay Year 
(Type or print) Barl David Crabbs | DEATH April 20 1965 


SEX 6. GOLOR OR RACE 7, WARRIED fe] NEVER MARRIED [] | ®& DATE OF BIRTH 9. AGE fin years PEND ERELESR Pe UNE zaE 
lonths | Deys jours | in. 


Male White WIDOWED [-] pivorceo[}| 7/29/1922 42 yrs. 


10a, USUAL OCCUPATION (Give kind of work done| 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INQUSTRY COUNTRY? 


ng am Carroll County, Md. UeSeAc 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

David L. Crabbs Cora 5. Mayers 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 


a eco ede bale 16801401924 Jean By Crabbs Littiestown, Pa. ReDel 


CEO 
a. COUNTY 


@.. 
funeral 


24 hours after death. If any delay i 


PM3, Page 5 may be 


ith the State Department 
ithin 72 hours after death. 


. Give Pages 1, 2, and 3 to the 


in pencil in {tem 18 


PART |. DEATH WAS CAUSED BY: 
>} IMMEDIATE CAUSE (a! 


t DUE TO 
Conditions, If any, which (b) 
gave rise to immediate 

cause (a), stating the DUE TO 
underlying cause last. (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUX NNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 


ves [} NO ‘al 
20a, NAL CAUSE WAS | 20b. DESCRIBE HOW si Pre LAA! nature of Injury In Part 1or Part I! of Item 18) 


pending’ 
Chief Medical Examiner's Office along wi 


the word “ 


director. Page 4 should be forwarded to the 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 


‘ing 


PRIMARY TAT or CONTRIBUTING (} 
CAUSE 0. TH. 4 


20¢, noon ‘eZ By, aie INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, / (State) 


While Not While ‘ory, street, office bldg., etc.) é y) 
at work at work 


21. | certify that | took — of the empins described above, held an Autopsy (_], Inspection pa Inquiry [_], and In my opinion 
: eee Pm Sulclde ["], Homiclde [_], Ufdetermined manner [_] 
, CHIEF MEDICAL EXAMINER [_] 
ACTUAL s 
SIGNATUR' A M.o, ASSISTANT MEOICAL EXAMINER [_] 22, DATE S| — 
DEPUTY MEDICAL EXAMINER 
EXAMINER'S 
NAME (Type) Address (Street, city, town, or county) 
23a, BURIAL, CREMATION, 23b, DATE THEREOF ES TAME OF CEMETERY OR CREMATORY 


Bit vA spec! | 4/23/; feck sius Saaas a, P é 
INERAL RECTOR Lat deste a REC’ REGISTRAI 
; f- Littlestown, Pas i oat PR 2.3 
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MEDICAL CERTIFICATION 


of Health or its designated agent, prior to burial, cremation, or removal, and In any evel 


Please execute the certificate, writ 


TO DEPUTY MEDI 


8 
> 
z 
3 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 jyete 


CERTIFICATE OF DEATH 


a 1 (mM) 
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pXNS 
S = 
G 225 1. PLAGE Ah y 2. USUAL RESIDENCE (Where deceased lived, If Be Residence before admission) 
= 2 a. STATE b. COUNTY 
ons gree a Ma. Balto. 
bat St R TOWN {if outside cor ae limits, c. oe OF STAY EN 1b IR TOWN (If putside corporate limits, RURAL and DC neaj est town) 
BSe mere as giyw’ neares| sown) B: 
= 8 “by 4, 4 Lak 
@ z os d. Y AME wipes ON (If rou p hospHal, Ue eK FO ccs a.$ SS ox he we Ae 8 
rag ee J 
a 4, YES Sm oR 
mss 3. NAME DF ©. FW Mlagp T 
2 aa fst pf” Miadyg fe Last 4. pre Month Day Year 
Ritts Wap In. ec beara Zit 
5. 6/COLOR OR iva 7. MARRIED [_] NEVER MARRIED [__] “& DATE OF BIRTH 9. AGE fn ma IFUNDER 1 YEAR|IF UNDER 24 HRS. 
ay) |Months| Days } Hours | Min. 
z th WIDOWED oworceo[] March -20,1871 eel . ¥ 
c 10a, USUAL OCCUPATION (Give kind of work done | 10b. te ag dlc OR Coynty & State, or forgign country) | 12. CITIZEN OF WHAT 
z during most of working life, even if retired) Re COUNTRY? 
2 Housewife Home / |Residentalien 


13. FATHER’S NAME 
Johann Eichhorn 


MOTHER’S MAIDEN NAME 
Adele Brempel 


cremation, or removal, and in an 


!-transit permit. Then please rem: 


Nalgene Ra Si FERS Tass 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
mle wae ats lates of service. 
none Emil Eichhorn 1811 Vista Lane 
| 
18. CAUSE OF DEATH [Enter only one cause per line fg i ia), (b), and (c).7 Ys INTERVAL B ae 
PART |. DEATH WAS CAUSED BY: Ce é ae y aha de 
oy IMMEDIATE CAUSE (a). LAS] MAMAS) Z <i fom ZL cS as LE 
pao} DUE TO ge - 
Conditions, If any, which (b). BALLET AA 


gave rise to Immediate 
cause (a), stating the DUE TO YG Va We Ws 
underlying cause last. © Fh Migs 


3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIB) eT ODEATIE SUT NOT RELATED TOT! eT Le l(a) |19- vai ial 
= y 
< 4 Ys 
O71}z A Lif? »—/, Mihed a on ves[] nol] 
~ | = | 2Da. ACCIDENT WAS UNDERLYING 20d. DESCRIBE HO} 4NIURY 0 fea pees En er ngture of Injury or Part Il of Item 18.) 
| OR CONTRIBUTING [1] CAUSE OF DEATH f Vy 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER} tpi. Led 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED /| 20e. PLACE OF INJURY (Home, farm, . City or town) (County) tate) 
a Hour, a.m. While — Not While factory, street, offge bidg., etc.) oO) > 
a 
ts mn. 19 fat work[] at work] g f 


19 te Liat ZH 19GE, that (0 (we) lest 


Zh M, from tle causes ‘and on the date stated above. 
| ‘22. DATE SIGNED 


21. | Certify that (I) (this hospital) attended the decegsed front 


saw the deceased alive on. 
22a, TU! 


| 


4 ATTENDING MED. STAFF 
M.D, PHYS. 5 Director [1] PHys. 


MAST LW eae 


= 
a 
OO. 
= 
Ss 
= 
s 
= 
3 
© 
£ 
= 
2 
a) 
eo) 
oS 
se 
2 so. 
£5 
oe 
J 

= 3 
oo 
S 

23 
b= 
= 

<2 
S& 
Paet 
iy Se 
eit 
aS 
aio 
La 
ae 
Ze 
>s 
=e 
v0 
3 

a4 
£e 
soo 
na) 
36 
Bo 
EE 
32 
> 
a 
jen 
= 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to burial 


23a, Cove SRE 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
irtat” lapril 30,'6 Lorraine Woodlawn Ma. 
24. FUNERAL DIRECTOR ADDRESS 


25a. REC'D BY "1964 25b. REGISTRAR’S SIGNATURE 


VR AIS (4) Opn T-Stansbury 6411 Windsor MI11 Rd. | ,.MAY 3 196 ¥ 


20M 1/65 


yy: 
race bs 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


06850 CERTIFICATE OF DEATH QS314 


st 
3 = ie Yea al 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
ts 9. b. COUNTY 
3 Carroll MARYLAND Mary land Garroll 
7 3 b. CITY OR TOWN {IF outside carporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN [IF outside corporate limits, write RURAL and give nearest town) 
o RURAL ond give neorest tow 
$2 Rural = Westwinster Life Rural ~ Westminster 
a = d. Tae oF SEAT {If nat in hospital, give street oddress) i d. STREET ADDRESS e. Ieres eae 
@: \ | Westminster, Md, R. D. 2 Westminster, Md, Re D. ves OF NOD] 
5 3. NAME OF First Middte tast 4. Date Month Doy Year 
ia (Type or print) George Murray Erb DEATH «= April. 17 19 65 
5 
8 
4 


death 


B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours | Min 


yrs. 


$. SEX 6. COLOR OR RACE | 7. MARRIEDSPeNEVER MARRIED [_} 
Male White wipoweo [J DIVORCED [] 


"de. USUAL OCCUPATION (Giva kind of work done 
ina ne most of i” life, even if retired) 


tely filled int 


January 4, 1882 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


cause (a}, stating the uni 
lying couse lost. a 


. Gs 


LATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa)/19. WAS AUTOPSY 
PERFORMED? 
ves] N 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port 1 ar Part Il of item 1B.) = 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTYNG TO DEATH BUT 


20a. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour o. m. 


Farms Carroll County, Md, UeSeAe 
a Rg 13. FATHER'S: cae 14, MOTHER'S MAIDEN NAME 
Se George Erb Mandilla Reinecker 
8 s *. WAS. he orate’ Mg U.S. ARMED i ea 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
“ hs) deaastaecal a afew Perera verse oarecer ices 
a veers 215=34«7268 Mrs, Madeline Erb, Westminsterg Md, R. D. 2 
8 = 1B. CAUSE OF DEATH [Enter only one a yer for (0), ue ond (€).] INTERVAL BETWE 
— PART |. DEATH WAS CAUSED BY: ee 
§ 5 IMMEDIATE CAUSE (0). ty ame hee ne. ¥ 
=e a DUE TO Seu, 
rl Conditions, if any, which ees ies ate 
& gove rise ta immediate 
E DUE as 
5 
7 
5 
3 
3 
5 
% 


——— 
20e. PLACE OF INJURY (Home, farm, | 20f, (City or fawn) (County) (Stote) 
foctary, street, office bidg., etc. y ‘ 


al mate! that (I) (this hospital) ottended the deceased fromé wage, 


{221 DBs Fanbithardscth ceered? EEE hi 


20d. INJURY OCCURRED 


While Not while 
lot work [_] of work 


MEDICAL CERTIFICATION 


, thot (1) (we) lost 


he causes ond an the dote stoted above. 
2. DATE 


After this certificate has been signed by the attending physician and c 


page 3 shauld be detached far use as the burial-transit permit. 


NDING PHYSICIAN: The law requires that the death certificate be executed within 24 haursafter death. Page 4 


Je haspital ar attending physician. 


e 
5 
3 
2 
5 
a 
= 
=x 
% 
2 
3 
8 
3 
:2 
3 
5 
® 
3 


STAFF 'GNED 

Pe fd or PHys. O 4Y-AILS a 

a 
O25 | 
Oe 
ges 
a eS a a a ee a EE RE aaa 
% a3 230. BURIAL, CREMETION 23b, DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City, town, or caunty) (State) 

OVAL (Speci 

= oa urtal St. Marys Cemete Silver Run, Carroll Seve Mde 
Daa pex , bia: RECO BY ES bas" \ Sanaa? i 
VR AIS (4) 
Tem 9799 panel 


The law requires that the death certificate be executed within ' >. after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


director, p 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


—, 


BVA ses | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION ESTA town ole UY SER MP (State) 
Dee Ls ASNT GROVE CON, EN Yap 
of (AL DIRECTOR ADDRESS | 25a. ts MEA Y REGISTR: EGISTBAR’S @IGN 
vm ans.) I ta. Best STZ Adt.\ ohPRAG 1965 Wen sage J 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ea 851 CERTIFICATE OF DEATH 08315 
Peet 
22 3 a. PLAGE OF F DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= a. SJATE b. COUNTY, 
278 "ARR OL K Coun re MARYLAND AI Ae LEAL CALE? OL & 
a gs b, CITY OR TOWN (If outside corporate Ilmlts, LENGTH OF STAY IN 1b |) c. CITY OR Tt if outside corporate limits, write RURAL and glve nearest town) 
Bee write RURAL and give nearest town) y) 
= 8 GES VET, LOMKS. WESTALY STE R 70. 
ue x d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. is RESIDENCE 
=a ; 
©8s() |CARLOLL Couwiy GW. Wes hE 5. CNUROM S7— ves ]_no— 
tee, || 2: NAME OF First Middle Last | 4 DATE ya Day Year 
o 
e (type or print) L4LANEWCE  NAOM] FLAT ER DEATH 4796S” 
Ss 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (in Z TF UNDER 1 VEAR IF UNDER 24 HRS. 
8 7. MARRIED (Rl NEVER MARRIED [_] 3 a ee 
z _— wioweD [7] pivorcen [| |/G-2 5” / SF a 3 

10a, USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACE (County & ae “i country) | 12, aural BE WHAT 


10b, KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


OUS bE pel Fle OME. ARR 4 _C¢y, V, vd, 
13. FATHER'S NAME 14. Raff "§ MAIDEN CeeNTY 12 | 
FREDEAIA 0, SHUEY AZZ MLE LTA. LLL 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. hake es — 
Yes, no, or unkown) | (If yes give war or dates of service) Oia Cw (774 AST 
aa i sa D. HAKY CLEMTER WxestMdSTER AD 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1, DEATH WasicAUSED EY: Aleure LEFT veuTeicULWk KpRILUee DA id TES 
443 x DUE TO ’ 

Conditions, if any, which o [+YPEeTeUSWE CARDICVAtCULWe DISEeSE VERRSE 

gave rise to Immediate 


cause (a), stating the DUE TO 
underlying cause last. (c). 


as the burial-transit permit. Then please rem 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an) 


22a. wy, NATURE 


22b, DATESIGNE 
> ATTENDING > MED. STAEF 
ah Annes a Mp. PHYS.  (2}~ pinector C1] PHYS. ol S/i2/é 
“RavaroIANS 224. ADDRESS 


OS ae ccouR |$ veyak ST ae ee LD. 


= & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(@) [19. WAS AUTOPSY 
3 = 
zs 0 & NAL MUTRITION yes] No [qe 
2 & | 20a, ROGIDENT WAS UNDERLYING [| 7 205. DESORTBE HOW INJURY OCCURRED. (Enter nature of inury In Part I or Part II of item 18.) 
3 | OR CONTRIBUTING [1 CAUSE OF DEATH 
2 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
BS = | 2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY Home, farm,| 2Df. (City or town) County (tate) 
Ae r=) Hour a.m. factory, street, office bidg., etc.) 

3 . While, -— Not White 
= = p.m, 19 at work | at work C1} 
va = 
z 21. 1 certify that () (this hospital) ase the deceased from. 47, 1948, to _, 19___, that (I) (we) last 
= saw the deceased alive o 19_45 "and that death occurred 5, from the causes and on the date stated above. 
om 
© 
BO, 
3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


20M 


mh 


*) 


filled in by the funeral 


mpletely 


ed by the attending physiclan 


After this certificate has been si 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR 


i: 

IV 96852 CERTIFICATE OF DEATH 08316 

=3 iy red Tat OEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 

=5 ’ Garroll fava Maryland OT Geeeei 

36 b. CITY OR TOWN (If outside sorporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

£ 2 write RURAL and give nearest town) f 

8 W—_ Sykesville years X Sykesville, Maryland 

ar, d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) f STREET ADDRESS ©. 1S RESIDENCE 

a™ 

&2 X|___Centre St. Centre St. ves] nol 

sé 3. NAME OF First Middle last 4. DATE Month Day —*Year 

B= DECEASED OF 

Se Cypecrerin) Pddie Plizabeth Flora (Kyle) oemH April 10, 19 65 
F 5. SEX 6. GDLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years] IF UNDER i YEAR IF UNOER 24 HRS, 

7. MARRIED ["] NEVER MARRIED [7] ee eee 
last birthday) (Months | Days | Hours | Min. 


ransit permit. Then please 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 


VR AIS (4) 


1/65 


cremation, or removal, and in' 


} 
} 


s 


MEDICAL CERTIFICATION 


Rn 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


xh j te sae oivorceo [“]} 1 2-6-1884 OQ yrs. 
10a, "ATION (Give kind of work done| 10b. KIND OF BUSINESS DR 11. BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY | COUNTRY? 
Sa Home Maryland 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Ady. 1 Louise Ridgley 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) es war or dates of service) 
— None Mrs. John Mumford Sykesville, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ttl i 


IMMEDIATE CAUSE (a)_Arteriosclerotic heart disease 
YA00 DUE TO : rs. a 
Conditions, If any, which Chronic brain syndrone, decubiti severe with 1963 
gave rise to Immediate 
cause (a), stating the ( OVE TO 


underlying cause last. @_multiple abcesses and anerexia, diabetes. 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED T0 THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) _|19. WAS AUTOPSY 
yes] Nno[] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part or Part II of Item 18.) 
DR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) {State} 
Hour a.m, While ret While factory, street, office bidg., etc.) 


at work at work 


toAprs 10, 19 65, that (0) (we) last 

, Trom the causes and on the date stated above. 
226. DATE SIGNED 

un SR" G) Biron SME Ol Aor. 12, 1965 

22d. ADDRESS 


22c. YSICIAN’S 
| NAME (Type) 


Howard E, Hall, M, D, 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMDYAL (Soeclfy) 


Buri. m4 3-65 Louden Park 


24. FUNERAL DIRECTOR a ADDRESS 
Bany Us Hpd odlanallie, Ut 


23d. LOCATION (City, town or county) (State) 


25a. REC’D BY wea a Rahs noe 
omiPR 15 1965 Corde: oe 


5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04853 CERTIFICATE OF DEATH 08317 


— 


19, WAS AUTOPSY 


m 
c 
3 
a 
o 
a 
— a= as = 
a z PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e) 
g — = PERFORMED? 
3 , 
= re = YES No Wf 
© | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert tor Port ll of item 1B.) ae 
= 
4 & | of CONTRIBUTING [] CAUSE OF DEATH 
2 G | GF EITHER, NOTIFY MEDICAL EXAMINER) 
3 a a 
5 & | 20c. TIME OF INJURY “Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (County) (Stete) 
< a Hour @.m. While __Not While factory, street, offies bldg., ete.) | 
= pom. 19 at work et work i 


9 Y 104 1 b—., 19be5:, that (8) (we) last 


JF, from the causes and on the date stated above, 


s BD, 
$ 23 M Ae bigesiig DEATH 2. USUAL RESIDENCE (Where deceased lived, lf institution: Residence before edmission) 
54 a : 
ey 25 a. STATE b. COUNTY, 
5 eng Carroll MARYLAND Maryland ; Carroll 
= ee b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside corporate fimits, write RURAL end give neerast own} 
5 ts 
~ Bas write RURAL and give nearest town) 7 
Seas Union Mills 2 weeks |\( Westminster RD #4 
= a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d, STREET ADDRESS ‘aan ims 
3 Fey ON A FAI 
a - 
w 3 GO Meadow View Consv. Home — Hook Road 
3 @ Sn a; NAME et ya: ae Middle == ————~CS~«~iC ES he DATE Month Day 
8 agh re : 5 
S EOc taeda gg ALVERDIA FREYMAN ow" April 2 196 
x = il a ——— ee 
= 23% 5, SEX 6. COLOR OR RACE) 7, MARRIED [| NEVER MARRIED [_]| 8 DATE OF BIRTH 9% Aegean IF UNDER 1 YEAR| IF UNDER 24 HRS. 
BY) f 1 ie ’ Months] Deys | Hours | Min. 
Sao emale white winowi [F vivorceo | Oct. 17, 1583 81m. 
2 € a _ ar .) 
8 &e Wa. USUAL OCCUPATION (Give kind of work | #Db. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, of foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 3 2 done during most of working life, even if retired) 
rd 4 
& Es housewife Carroll Co., Maryland UES, 
24 3 = 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME ss 
= Da 
8 §3z ( John L. Oge Solenia Green 
o $s oe i WAS praise Fee eee, j 16. SOCIAL SECURITY NO.| 17, INFORMANT —_ . Address "a 
£ $35 ‘es, 0, of unkown) | {Ifyes give warordatesof service! Weetus RD & 
zs Clarence BE. Freyman Vestminster RD 
-s 2 g Pe y Maryvim 
=e aS: § 18. CAUSE OF DEATH [enter only one cause per line oa end()] tS ae Marylad “INTERVAL BETWEEN 
28 ‘ ET AND DEATH 
ooo Fy PART |, DEATH WAS CAUSED BY: - ee eet, 
Bypac IMMEDIATE CAUSE (e) diel 6g Caley ~e: MWh eit-2 Gt , La! we a 
Geers ” 
£522 yf x DUE TO Ge - * . Me ofp 
gee Conditions, if eny, which @_, y a 
~ 5 gave rise to imme ala: .< ig) Sia. Te ae ty af 
He 3 (2), stating the underlying ( PUETO i 
ri cause last. (c) vhs canear 
re a — 
| 
is} 
4 
u 
ial 
Pe 
a 
o 
A 
A 
% 


be retained by the hospital or attendin: 


SECTOR: 
director, page 3 should be detached for use as the burial. 


be filed with the State Dept. of Health prior to burial, 


21. 1 certify that (I) (this hospital) attgny id the deceased fro: 
/ ola. and that death occured af, 


saw the deceased alive on... 


22e. 22b. DATE 
ATTENDING MED. STAFF 
at yy Mo. | PHYS. B= oIRECTOR ["} PHYS. [] 
B35 1 22¢. $ 22d, AODRESS a 
a ae | N&ME {Type} 
S¢ te Te. BURIAL, CREMATION, | 235. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town or county) {Stete] 
3 REMOVAL (Specity) eel ae 
ove urial pril 5, 1965 Deer Park Cemetery Smallwood, Maryland 


‘25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


cA ADD 5 4965 fGksa hag Auge 


VR ATS (4) © 


1SM 7/61 


24 FUNERAL DIRECTOR’S SIGNATURE «ADDRESS 
tag . t 
eA 2 Peale: feb tanita, Le, : 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04854 ; CERTIFICATE OF DEATH Q8318 


Ss 
J i“. >. = 
erie 1. PLACE OF DEATH ‘J -_ 2. USUAL RESIDENCE (Where daceased lived, If inslifulion: Residenca before edmission) 
os a. COUNTY 
¢ a, STATE b. COUNTY 
2 2s _ Carroll : MARYLAND Maryland _ Carroll 
os me 3 b. CITY OR TOWN (if outside corporele limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (H outside corporale limits, write RURAL and giva nearast town] 
x 38S ‘writa RURAL and giva nearest town) 
= E . 
peered -Rural-- Wes: 24 years X Rural -- Westminster 7 
eo ae d. NAME OF HOSPITAL OR INSTITUTION ( not in hoapitel, give Treat address)  & STREET ADDRESS Is RESIDENGE 
as J i] 
* x ‘ NO 
Be = Loo a ee ; aes yee : ws ve fg 
£ 38a . NAME OF First Last 4. DATE Month 
3 38h DECEASED OF 
(3 E A (Type or print) Vv DEATH 
o $4 are F 7 : a — --3 23 2: 
q 6. COLOR OR RACE * J F BIR 9. AGE (hi iF Apri owt AR] IF wane 24 HRS. 
8 2 7. MARRIED [R] NEVER MARRIED ["] | 8- DATE OF BIRTH nS tags ren ae 
ag ai White woow[] ovoreo]|Aug. 171 1911 53 r 
8 wee Woe. “USUAL LE eatin (Giva kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 8 Pentrixce {County & State, or foraign cou 12, CITIZEN OF 
‘a 2 2 Ee done during most of working life, even if retired) | 
§ Z22¢ | __-Seamstress Webster Co. _—| Carroll Co. Maryland! U.S.A. 
£ = Qc 33. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
BS £85 
$ sak | Went 
3 5 ____Elmer Bollinger _ Mary Wentz - ” 
° S5- 15. WAS DECEASED EVER IN U.S. ARMED FORCES? ] 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
= a2¢ (Yes, no, or unkown) | (Hyesgive warordatas of service) 
z.2.2 - __245-20-9388| Mr John E. Freynan Sameuas $2 
—Weze | 18. CAUSE OF DEATH [Enter only ona causa par lina for (a), (bj, and (c).] TRTERVAL BETWEEN 
soae. 
s 5 PART |. DEATH WAS CAUSED BY: S 
aSeSe mtoaneaust) C atereaay On aelire corn | Feet 
= a ee 
mp ew GE 7. Lj DUE TO 6 eS 
22-56 Conditions, it any, which BD Oe er1s5 
eeses Legions POR A Adel Ak gree Fh z anaes 
erees gave rise to immadiate causa 
== an (0), stating the underlying (| OVETO 
ers cause ests a 
2 ee SS 
Be & a z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]| 19. WAS AUTOPSY 
se Seo ee 
vss & ce ee 5 
asege 0 $ Sean Ca NCTA fee 4 SE ot. -_ aS {UNS at 
Ee o 25 = | 20a, ACCIDENT WAS UNDERLYING [] | 206. cee HOW INJURY OCCURED. (Enter nature of iniyfy in Part | or Part Il of item 1B.) 
ond. 5 OR CONTRIBUTING [] CAUSE OF DEATH 
eee DS (IF EITHER, NOTIFY MEDICAL EXAMINER) — 
> aaa =" = * —- ee co 
2° Sg2 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (Clly or town) (County) (State) 
as <5 é ft While Not While factory, street, office bldg., etc.) | 
Asa = p.m. 19 at work [] at work [J alle 3 
Lo) 2083 2. 1 certify that {I} (this hospital) attended the deceased from.CiAzA..f... » 1942 to. yk Ad, 19GS, that (1) @ve) last 
m8USe saw the deceased alive on. Rtas 19.4.8, and that¥death occured at(%41.M, from the causes and on the date stated above. 
36 cs i 
e:: 2 2agiSIGNATCRE | ATTENDING STAFF 2b SOND 
o iI 
Me bs 
= DIRECTOR PHYS. 4/. 
Pt oe pas 2 > _ Pe g-5 J8) IB ROR 
Boe oe 22c, PHYSIONAI ~ | 22d, ADDRESS F 
meg oO NAME (P01 og Se : ” PS FA 
ages / E DER Sy 54 [Br DG» S_4& ie Re eA Lo CARO 
zs & 3 23a. BURIAL, CREATION 23b. DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown or county) (Steta) 
= MeL (Specity’ 
vod 3 | 
ere _Burial | 4/26/65 | Stone Chanel Cemetery Carroll Co. Md. 
YR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
ISM 7/61 


C.M.Waltz Box 241 Sykesville, Ma, __loaw APR 27 1965 fCrorkts edge. 
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jours after death. 
nt, within 72 hours after 
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arbon papers. 
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transit permit. 


is certificate has been signed by the attending physician 
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Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the bu 
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TO FUNERAL OIRECTOR: 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


‘|__ 04855 CERTIFICATE OF DEATH 8319 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before aC 


a. COUNTY 
DOK sta b. COUNTY 
CARRRG LE MARYLAND h Poy Lf bs SALT Aire 


b. CITY OR TOWN (If outside cor; Peo limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
__Write RURAL and give neares| 


Tree Wests | 3days “Re isterstow re a3 Kk 2 


“a NAME OF HOSPITAL DR TetTuTi (If not In hospital, give stree ig d, STREET ADDRESS e. US feta ae 


sama 2 county Cee Hh (2/74 705 Greenview Ave, ves] no fl 


gee First Middle _ _ bast 4. ie ‘Month Day Year, 
(Type or print) tI Loe aig 74-21 24K beak APPR 12 /% 496 
. SEK 6. COLOR OR RACE | 7, MARRIED Bq] NEVER MARRIED[]| & DATE OF BIRTH — [> Ae ‘Ta years IF UNDER 1 YEAR ||F UNDER 24 HRS, 
ce f,? eC -2@ -2 @ dast birthday) Months | Days | Hours | Min. 
LA) WIDOWED [_] Divorced ["] 6 S57 yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b, epee eee OR yi BIRTHPLACE Cag & ye or forelyn lt) = 12. alt it al OF WHAT 


during most of working, life, even If retired) INTRY? / 
HIVE U) FE peak a TLL & (Ber vill Ugar 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Tolin ld. ‘Brown | ma Duk 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT 
(Yes, no, or unkown) | (If yes give war or dates of service) 


ame “Re iste ee 
2B-AF-Jo7o| Lewis Frick< 105 Greenview Ave, Wel. 
18, CAUSE OF DEATH [Enter only one cause per line ay (b), and (c).] INTERVAL BETWEEN 


A ION yard wa ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: YY RATION NAT 1on 
IMMEDIATE CAUSE a DEN(OCLRTIN (YAMS if 


Conditions, If any, which 
gave rise to Immediate DUE TO 33 = 
cause (a), stating the We ‘OY, DA) Lf if, >) 
underlying cause last, (c) CAKE BS KON Bagh 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. aE A? 


yes] No fq 


A a . > ’ > ; : (yj 
mE” Cen BR L/ dD GREW COUSFP « ATRIX 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. white Not While factory, street, office bldg., etc.) 
p.m. 19 at work el at work 


21. | certify that (1) (this hospital) attended the deceased fro! im 19 _, toL=— “= , 1966 , that (1) (we) last 
saw the deceased alive i Sa ey and that death occurred atl, from the causes and on the date stated above. 


Wa. SIGNATU ab, UATE EAD > 
© Yue! Gace LU van, AITENOING 


MED. 
Breoror 1] pays, C1 
22c. PHYSICIAN’S he? ei ADDRESS: 
NAME (Iype) Hf 7 AZO A / P? KOW ESTE. SMC. C7 vz el MUSIEL? 
23a. BURIAL, CREMATION, 3 eye he NAME OF CEMETERY OR CREMATORY ee TOOATION Tie x or Py, (State) 


MEDICAL CERTIFICATION 


OVAL (Specify) 
15 Ps f7/ és Green ALE ay "D BY "9 acd uf lle STRAI A 
Ow iba Lh Us, Mt DATE 5 * : 
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ours after death. 
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or attending physician. 
certificate has been signed by the attending physician an 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to buri 


Page 4 may be retained by the hosp! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0S320) 


1, i? Teco 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. 


CauweLl es a. STATE Ma. b.COUNTY te ; 


b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Westminster Glyndon BE: 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS e Ll hee 


Carroll Co. General Hospt. Timber Grove Road vesE)_nolk 


3. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Type or print) Norman Ee Prive. Si. DEATH April 18. 196 


5. SEX 6. COLOR OR RACE | 7, MARRIED EX} NEVER MARRIED[]| & DATE OF BIRTH 3. AGE (in ae TFUNDERL YEAR| oe 
Male White wiDoweD oO DIVORCED [-] Nov. By 1900 it eh Months] Days | Hours | Min, 
10a. USUAL OCCUPATION (Glve kind of work done| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
General Contractor Carroll Co. Md. USA 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


Harry E. Fritz Elizabeth M. Stultz 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 213-16-9387 Mrs. Elizabeth Fritz Glyndon, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: a eee 
IMMEDIATE CAUSE (a). a 
‘s DUE To 
Conditions, If any, which 0). 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (c). 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. Te 
yes[] No} 


Zz 


papers. Pages 1 and 2 
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letely filled in by the funeral 
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and in al 


, within 72 hours after deal 


bon 


ition, or removal, 


transit per 
, cremal 
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20a. ACCIDENT WAS UNDERLYING ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. FLaeE. ‘OF INJURY (Home, farm,] 20f. (Clty or town) (County) (State) 
Hour wile Not While reet, office bidg., et 
at workL_] at work {_] 


21. 1 certify that (1) (this hospital) attended the deceased from__JOe— 2S ges to _ Apee /s ges" that (I) (we) last 


saw the deceased alive on__“#a.X/S 1965 _, and that death occurred at_5-2°M, from the causes and on the date stated above, 
22a, SIGNATURE 22. Re SIGNED 


$ Lfanebay mp, BAe NS A Bintcror C]_PHvS. fol Uys Jes 


22c. NAME type) 22d. ADDRESS 
JeoHw S$. SARS ey S ee EG bbe Fone ee 
23a. ROVE esi 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
April 17, 65 Evergreen Memorial Finksburg, Md. 


Is 


MEDICAL CERTIFICATION 


After th 


~ 


TO FUNERAL DIRECTOR: 


Buria 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 2! REGISTRAR’ S9SIGNATURE 
mas J. F. Eline & Sons Reisterstown, Md. oPR 19 1965 Via ar ta 
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or attending physician. 


Page 4 may be retained by the hosp! ; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


Pages 1 atid 2 


ly filled in by the funeral 


in papers. 


transit permit. Then please remo’ 
, cremation, or removal, and in any 


director, page 3 should be detached for use as’ the buri 
should be filed with the State Dept. of Health prior. to bu 


ithin 72 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institutl 
a, COUNTY a, STATE 


— 


MARYLAND 
0 


b. ie DR TDWN (If Dutside co ae pies 
apd se neares' 


“A 4 < A 
B F HOSPITAL ah eee IN (If not In hospital, give street go B e. IS RESIDENCE 
W/ DY, f DN A FARM? 
BOLO br. ves] nol] 


NAME OF 


5 ios d AC st E 
DECEASED * z VA OF 
(Type or print) Cle 19 
5. S - 6. GOLOR PR RACE | 7, ad y DATE a J ears iF UNDER 24 HRS. 


TF UNDE! 
1 a Months | Days | Hours | Min. 
( pivorceD “al 9 y, Lo RoW, 
10a, USUAL OCCUPATION (Give Kind of work done 105, KIND OF = SSS OR Loge. sunty ae 12. CITIZEN OF WHAT 
during mast of working, n Igfetired) Ny QUNTRY? V4 
= is aa bie gp Tod Lo Zs LC: t 
. FAA'S NAB r ADE arate : 

VE. ZZ 
- ee Lge 2D 


CF er 


ea 25 
15. WAS DI CEASED XIN U.S. ARMED FORCES? 
(Yes, mo, or unkown) {Af yes pive war or dates of service) 


ee a0 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] i 
~ ened ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: ce 
IMMEDIATE CAUSE (a). = 


74 
1, x DUE TO 

Conditions, If any, which 0). 

gave rise to Immediate Dein r 

cause (a), stating the 

underlying cause last. (©). Eee ee ‘ 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTREJATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. aa! 


yes [| No [- 


20a, ACCIDENT WAS UNDERLYING ‘2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part 1 or Part il of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOT! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE a INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 


Hour while Not While factory, street, office bidg., etc.) 
at work OD at work Gi 


21. | certify that (1) (this hospital) attended the deceased from__@A~<< “196 5 to_ Ae 4—</o 196 5 that (1) (we) last 
saw the deceased alive on__©72-<72, 19. C2” and that death occurred att SM, from the causes and on the date stated above. 


22a. SIGNATURE 7 so DATE SIGNED 
She $ Greck ATTENDING 
LZ tom pa ae Oe Director pays. CI ein. 


ic. PHYSACIAN’S 22d. ADDRESS 


NAME (Type) Sour Ss. HAR SAY ad | U firetinfl bteatin ha eg 


MEDICAL CERTIFICATION 


ieee" 23b, DATE THEREDF | 290, .NAME DF ge CE OR CREYATORY TION (City, town or county) ep 
id ILS. LE PCT COMEE t meepe toe 
RESS 


WA 25a., Ri BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
Galo athe cae 


ay 


r 
din by the funeral 


ithin 24 hours after 


i® 


carbon papers. Pages 1 and 2 should 
int, within 72 hours after death. 


and complete! 


permit. Then please 
or removal, and in 


cate has been signed by the attending pl 


al or attending physician. 


ATIENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hos; 
director, page 3 should be detached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, 


death. Page 
TO FUNERAL DTRECTOR: After this cer 


TO HOSPITAL, 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


858 _CERTIFICATE OF DEATH (8322 


Ww Reise DEATH 2, USUAL RESIDENCE (Where deceased lived, tf institution: (Se before admission) 
a UNT 
e. STATE b, COUNTY 
Carroll MARYLAND Maryland Carroll 


b. CITY OR TOWN [if outsida corporate limits, “ec. LENGTH OF STAY IN Ib Te, CITY OR TOWN (If outside corporata limits, writa RURAL and give nearest town) 
write RURAL and give nearest town) 
Westminster 1 month 27 Westminster 
d, NAME OF HOSPITAL OR INSTITUTION [if not In hospital, give street eddress) || d. STREET ADDRESS an i us 
/ ' fo) 
7 [epee s Rest Home-l2? E. Green St. 95 Washington Road ves [] NOR 
3. NAME OF Fint ‘Middie ist Si ‘Month “Day Ciel 
DECEASED é 
{ype or prin GEORGIA ELSLE GEHR DEATH April 5 1965 
PS: okXt "6, COLOR OR RACE|7. sapRiED [—] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yours |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
| > Oo O [ts birthday) |Months| Deys | Hours | Min. 
female | white winowen K] oivorc [] |Feb 23, 1871 me 


108) USUAL eeceation (Give kind of cae 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ne during most of working life, even if retired) | 
housewife _ : | Uniontown, farrodigco-| U.S.A. “~ 
13. FATHER’S NAME af "| 14. MOTHER'S MAIDEN NAME ‘ 
George Ephriam Franklin | Lizzie Segafoose 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT z . Address x 
(Yes, no, or unkown) | {Ifyes give waror dates of service) | 
a ee as _| Mrs. Landon C. Burns sane n’ 7, 
1B. CAUSE OF DEATH [Enter only one cause per line for (¢), (b), end (c).] . Ras dane! 
Al 
PART |, DEATH WAS CAUSED BY, M4 
IMMEDIATE CAUSE ‘ofp EE ae : : 4 | Ae ~, ies 
ren ad 
4 4G x DUE TO 


Conditions, if eny, which ae CY waet S artes A. tS) » 7 cle Aas 


gave rise to immediate cause 


(e), stating the underlyin Eoaue 
eS i = Ch @ecuec. i as "7 Fal t $ "OS | 2a 
9 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BI F CONDITION GI\ 


LATED TO THE “TERMINAL DISEASE CONDITION GIVEN IN PART 1 


WAS SY 
PERFORMED? 
ves [] no [J] 


\ 
) 


MEDICAL CERTIFICATION 


20e. ACCIDENT WAS UNDERLYING [J abe DESCRIBE HOW INJURY OCCURED. (Enler nature of injury in Pert | or Pert Ii of item 1B.) 


OP CONTRIBUTING [] CAUSE OF DEATH ‘ We 
IF EITHER, NOTIFY MEDICAL EXAMINER: . 
ee | Fence Ae on ES df LAK ten7 eta S sebrwl Oy 
0c. TIME OF INJURY Month, Day, Yeer | 20d. INJ bd Toe: PLACE OF INTORY (6 e, farm, * 20K. (City er own) (County) Grate) 
Hour e.m. While Not While factory, sireet, officelifidg., ete.) | 5 
eerce 19 et work [[] et work ere acler. 


, 19.4.5, that (I) Gwe} last 


saw the deceased alive on,,.C\ 19.4.$., and thatfdeath occured at7Z/M, fromthe causes and on the date stated above. 
22, SIGNATURE - “ | 2b. DATE 
= . s ATTENDING STAFF SIGNED 
TS C0. es mo. | PHYS. oirecror Pays. 


22c, PHYSICIAN'S “|22d. ADDRESS 


‘ewe LEY) LMLic2 Ne. = ie Fee 1 Dees 


238. “BURIAL, CREMATION, 7236 DATE THEREOF Je. NAME OF CEMETERY OR CREMATORY 23d, LOCATION eT town or aoe 
REMOVAL (Speci 
uri 4/8/65 | |Westminster Cemetery Westminster, Maryland 


24 INERAL DIRECTOR'S SIGNA 25a. REC'D BY REGISTRAR | 25b. STRAR'S, SIGNATURE 
loMPR 7 i965 [eorbs 


(Stata) 


S Pegere, «petra, Pad 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ngynine 


04859 rea slERT TEICate OF DEATH 08323 


. PLACE DF DEATH 2. USI Ti IDENCE tea deceased lived, If institution: Residence before admission) 
a. COUNTY b. COUNTY 


a. STATE. 
CARROLL COUNTY wars IA VA CARROLL 
b. CITY OR TOWN (if outside cot Ags) limits, c. KENGTH OF STAY IN 1b ee CITY ‘OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town: | 


LEESTLALH. SZ aL LT ¥eCS PRUES TYYIN ST ER, 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) i: STREET ADDRESS 6. ee 


AIG, YALM STREET QP LE AIAIN STREET | vs) no 


3. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


01 
(Type or print) EA: SA M phik CREEWH 0 AT Z fi APIS Zo 19 6S= 
SEX 6. COLOR OR-RACE | 7, 14 8. DATE OF BIRTH AGE (In. years | FUNDER 1 YEAR IF UNDER 24 HRS. 
y?. Go IARRIEDX] NEVER MARRIED [_] ig: | last birthday) — Days | Hours Min. 


—:, 


Pages 1 and 


x 


within 72 hours after d 


arbon papers. 
t, 


) 


and completely filled in by the funeral 


e 3 should be detached for use as the burial-transit permit. Then please re 


wipowep [] pivorced ["] | L— A 3 _Yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. aed Pea ness OR laprag a BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


during most of working Ijfe, even If retired) c me 
=0R LMA, Wea CTR C—_ 4 COW YL SA. 


3. FATHER'S NAME 14, ALK O4 ER 5 MAIDEN ae 
SANVEK CREEWHA0LT2| Am A Vi RECAL 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address LIL. HAIN 


Oe 6 “07-395 Nr MES ETHEL C. CREEWHOLT 2 VESTHUITER 


18. CAUSE DF DEATH [Enter only one cause perline for (a), (b), and (1 INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: ONSET AND DEATH 
= IMMEDIATE CAUSE (a). 


pds - DUE TO als 
Conditions, If any, which 


gave rise to Immediate ie 
cause (a), stating the ( DUE TO 
underlying cause last. (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | 19. Was evar 


yes [] no DY 


20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Wl of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m, While Not While fact treet, office bidg., etc.) 


p.m. 19 at work L_] at work 


MEDICAL CERTIFICATION 


that (I (we) last 
the causes and on the date stated above. 


| 2b, DATE SIGNED 
MED. STAFF 
pirector [] phys. LC) 
Ba ADDRESS PS LL. STAI AZ ST 
MEA STI ST ER, AID. 
Sempra Goss | 23b. DATE Us 23c. NAME OF aise OR CREMATORY 23d. og TR agin or county) Mb 


Bees (Sore Oa é S77 BEMOAMINS: WE STHIN STA ZX Ls 


Ba gle ssbaick ADDRESS. 25a. REC'D BY 1965 REGISTRAR'S SIGNATURE 


mom i/es , _WESTHINST JUNSTER ‘re 4 49 rogaine 


d with the State Dept. of Health prior to burial, cremation, or removal, and in 
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director, pag 
should be file: 


\ 
Ss 


y 
ges 1 and 2 


filled in by the funeral 


arbon papers. 


transit permit. Then please rt 


The law requires that the death certificate be executed within a hours after death. 


Pape 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the b 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


Pa 
it, within 72 hours after death. 


, cremation, or removal, and in 


should be filed with the State Dept. of Health prior to bu 


5, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04860 CERTIFICATE OF DEATH 05324 


T. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissigh) 
a. COUNTY a. STATE b. COUNTY 
G MARYLAND Maryland ontgomery 
b. sire RURAL ang rade erp rere ulmtts; | c. LENGTH OF STAY IN 1b || c. CITY DR TDWN (if outside corporate limits, write RURAL and Elve nearest town) 
a A ve res in, ip i A 
sykesvilte 6 days _ VHEALSA Silver Spring L 
@, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Springfield State Hospital 3957 Wendy Court yes] no fk] 
3 NAME OF First Middle Last a DATE Month Day Year 
(Type or print) A MAY GRIESBACH DEATH April 20 19 65 
5, SEX 6. COLOR OR RACE | 7, MARRIED [3] NEVER MARRIED[]] & DATE OF BIRTH AGE (In years JIFUNDER 1 YEAR]IF UNDER 24 HRS, 
awe last birthday) |Months] Days | Hours | Min. 
Female White wipoweD [7] pivorcept]| 5-10-189), 7O__yrs. 


10b. KIND OF BUSINESS OR the AT (County & State, or forelon country) 
Y ! {a} O*0 


me 9 
ttorney's Office | (isconsin 
~ MOTHER'S MAIDEN NAME 
\Berse 


Peterson 


10a. USUAL OCCUPATION (aiee kind of work done 


12. CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


U.S Ae 


3. FATHER'S NAMI 
Andrew Oppen 


15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | {If yes give war or dates of service) 


N None 361-07 -2 262 


Osta" G Yrigabach.. 3957 Wendy Court, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
PART J. DEATH WAS GAUSED BY: 


: IMMEDIATE CAUSE (a), Bilateral b ronchopneumonia 


7 
eee ad xX DUE TO 
Conditions, If any, which ) 
gave rise to immediate 

cause (a), stating the DUE TO 


ONSET AND DEATH 
Days 


underlying cause last. (c). 
& | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) _|19. WAS AUTOPSY 
i= ee 
$ yes fx} NOL] 
= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1 of Item 18.) 
& | OR CONTRIBUTING (] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) State) 
a Hour a.m. while Not While factory, street, office bidg., etc.) 
& 
= Aum 19 at work at_work 
21. | certify that (H (this hospital) attended the deceased from -L4-OS __ a spt _1=23=0>_, 19___, that ® (we) last 
saw the deceased alive pn_/t=20— 19_____, and that death occurred at | itom the causes and on the date stated above. 
22a, SIGNATURE ‘22b. DATE SIGNED 
Pee ATTENDING MED. STAFF 
bibs : Tee mp. PHYS. {1 Director [_] Phys. 4-20-65 
2c. PHYSICIAN'S 4 22d. ADDRESS Springfield State Hospital 
NAME (ype) =~ Antonius ns D. ga = ls 
23a. BURIAL, CREMATIDN,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (clty, town or county) (State) 
REMOVAL (Specify) . A ; nd 
NERALDIRECT D 2 EC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 
—Aprid, z - F lary 
IN Ce. ie P 84 PUSS rgia Avenue a 


is Dung Ine, Silver Spring,Maryland| oAPR 2 2 196 Pohiavbty y Seige. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04861 CERTIFICATE OF DEATH 08325 


\= 


) 


: iM 
= 3 . 4 
5 59 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Rasidenca befora admission} 
= c 
re A ee, ai Re, 2. STATE 4 b. COUNTY > 
3 23% CARGO LL MARYLAND LAR VLAD CHAROLL 
~ a3 b, CITY OR Mi If outside compare Tins, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN {if outside corporata limits, writa RURAL and giva naerest town) 
Vp URAL nd giye neces! town! 
nN cm 
= oat iN BRIDGE | YeRRS < AMNION “BEIGE 
3 2 Ads a. HOSPITAL OR INSTITUTION {if not in hospitel, giva straat address) d. STREET ADDRESS «TS RESIDENCE 
3 Eas Fi 
>); 2 
@ 5 WWTE SE WAXTE ST wes 
S aia 3. NAME OF First Middle Tast + DATE Month Oey Yeer 
3 agh DECEASED 
g €° {Typa or erin) DEATH fam 
@ Sse a <5 9 ¢ 
° ost 5. SEX 6. COLOR OR RACE) 7. VEL LY, Ly MARRIED & 8. ALN OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS, 
sa Sly VAs) jast Ate Pap Deys | Hours Min, 
5 wivowe [] __vivorceD [] VAN 4 Vis —/, Ase x JA vrs. 
3 TOs, USUAL OCCUPATION (Give Kind of work | 10b. nde ‘OF BUSINESS OR INDUSTRY st (County & State, or LE country) | 12. CITIZEN OF WHAT COUNTRY? 
= 3 dona during most of working life, avan if ratirad) by) S fF 
2 ae 
5 CEMENT LYRA LLIN D 
a FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
uv 
2 
| OLE Scat tht bee « WibQRGIAWNA OTT¢ 
(1S. Was‘DECEAseD EVER IN U.S. ARMED FORCES? | 16. Wp SECURITY'NO,| 17. INFORMANT Address 


{Yes, no, or unkown) | (Ifyasgivewerordetasofservica) 


1B. CAUSE OF DEATH [Enter only one cause par line for (e), (bl, ond (el) ~SCS~S 5 = 7 7 INTERVAL BETWEEN 
’ 
PART I. DEATH WAS CAUSED BY; , he. / 
IMMEDIATE CAUSE (2) Osea, sclewoAtTe Mant digeces _|_ famis- 
bf ) DUETO 
is, if any, which (b). 
to immediets cause 
(a), stating tha undarlying ( OUETO 
causa lest. oe (c) : 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2) 
. F } . 3 
20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW4NJURY OCCURRED. (Enter neture of injury in Part | or Part Il of itam 1B.) 
‘OP CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ion, or removal 


-transit permit. Then please re 


be filed with the State Dept. of Health prior to burial, cremati 


The law requires that the death certify 


19. WAS AUTOPSY 
PERFORMED? 
yes [] No 


2De. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County), (State) 


20c. TIME OF INJURY Month, Day, Year 
fectory, street, office bidg., ete.) 


Hour 


20d. INJURY OCCURREO 
Whila Not WI 


MEDICAL CERTIFICATION 


nded the deceased from... Adc. 
al, 


, that (1) Gare) last 


, and that death occurred aff>7qM, from the causes and on the date stated above. 


saw the deceased ies on... 


ee 2 SIGNED 
ATTENDING STAFF 
ce mo, | PHYS. = bIRECTOR oO PHYS. [el 23fes 
fon Ls 22d.) ADRESS 


E {Type} sH. Caric of M.D, 


23a. Nora CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY ("A LOCATION ae town or county) 
L | 


MOY A\ “as VUES OSE PIPE. CREEK 


ie ATURE ADDRESS , 
20M 5-63 Ble thea th Gaien ao 


ton BD Ridee 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phi 


director, page 3 should be detached for use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


s 
> 
Ga 
= 


papers. Pages 1 and 


completely filled in by the funeral 
event, within 72 hours after de: 


e carbon 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


of Health prior to burial, cremation, or removal, a 


director, page 3 should be detached for use as the burial-transit permit. Then plea: 
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TO HOSPITAL q a PHYSICIAN: The law requires that the death certificate be executed within e. after death, 
should be filed with the State Dept. 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 08326 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissipn) 
a. COUNTY a. STATE b. COUNTY ses 
Carroll MARYLANO Mary. St 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate Iimits, write R' and give nearest town) 
write RURAL and give nearest town) 
Sykesville lyr.5me.2dys. McCoole eae 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) |) d. STREET AOORESS 8. Be aaENGE 


A FARM 


Springfield State Hospital ves no Pd 
3. NAME OF First Middle Last 4, DATE Month Oay Year 
DECEASED OF : 
(Type or print) MARY M, GROVER DEATH April 2 19 65 
Bog SEX 6. COLOR OR RACE ) 7. MARRIED [-] NEVER MARRIEO[-]| & OATE OF BIRTH 9. AGE (in. years | IFUNDER 7 YEAR IF UNOER 24 HRS. 
S Jast birthday) (Months | Days | Hours Min. 
Female White WIDOWEO Gr] Divorcen {“] 7 =168 80 yrs. 
10a. USUAL OCCUPATION (a kind of workdone| 10b. KIND OF BUSINESS OR ‘Tl. BIRTHPLACE (County & State, or foreign country) | 22. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Unknown U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Mellon Unknown 
15. WAS DECEASED EVER IN U.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unknown Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. OEATH WAS CAUSED BY: B i ree AND OE 


> jco, IMMEDIATE CAUSE (2), Tugs oR Vt ea i 
715 X QUE To , 
Conditions, If any, which 0b). S Q Itc SSM 2 Gay 2 of & 


gave rise to Immediate 


cause (a), stating the ( OVE TO 
underlying cause last. (c) Sofie cthad cs ee 


3 PART II. OTHER SIGNIFICANTCONDITIONS CONTRIBUTING TO OEATH BUTNOTRELATEO TO THE TERMINAL OISEASE CONOITION GIVEN IN PART 1(4) 19. WAS AUTOPSY 
&| Chronic brain syndrome associated with cerebral arterio sclerosis, with ves) NOT] 
2 <i a 5 q 

= 20a, INDERI IG 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of injury In Part | or Part il of item 18.) 

& | OR CONTRIBUTING [) CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= |20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, farm,| 20f. (Clty or town) (County) Giate) 
= Hour a.m. While Not While factory, street, office bldg., etc.) 

= p.m. 19 at work[_} at work L_] 


21. | certify that (I) (this hospital) attended the deceased fror 
saw the, deceased alive on__=2=65 19 __, and that death occurred 
22a. S}GNATURE a 
; joe > =e. aN 
PHYSICIAN'S 
NAME (Type) 


19___, that (I) (we) last 


the causes and on the date stated above. 
22b. OATE SIGNEO 


Bie NS] Sintoron Cavs. | 2-65 
22d. ADDRESS Springfield State Hospital 
Antonius GI , MoD. | Sykesville, Marvland 


2ab. DATE THEREOF re NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Burial § April 796: Mt. Zion Keyser HMineral Co,W. Va. 


22c. 


23a. BURIAL, CREMATION, 
REMOVAL (Specify) 


25a. REC'O BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


24. FUNERAL OIRECTOR / ‘ADORESS F 
ble. 71. oh Keyser, W. Vas 


oe OPR_ 6 1965 _f* 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within ‘ hours after death. 


Page 4 may be retained by the hospital or attending physician. 


the funeral 
apers. Pages 1 and 2 


filled in by 


p 


sician and completely 


é 
ransit permit. Then please removi 


cremation, or removal, and in any 


ed by the attending phi: 


e 3 should be detached for use as the bur 


director, pag 


TO FUNERAL DIRECTOR: After this certificate has been si 
should be filed with the 


VR AIS (4) 
15M 4-64 


2 


hin 72 hours after deat 


State Dept. of Health prior to burial 


, 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04863 CERTIFICATE OF DEATH 05327 
1 pore Ge 2. rk RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Correth MARYLAND a Maryland » oe" Carroll 


b. CiTY DR TDWN (if outside corporate iimits, c. LENGTH OF STAY IN Ib || c. CiTY DR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 0 ¥ 
/ Rural - Hampstead 


Manchester 


d. NAME DF HOSPITAL DR INSTITUTIDN (if not in hospital, give streetfaddress) || d. STREET ADDRESS e. PAE ue 
} 


Long View Nursing Home : ves(]_no bd 
3. NAME DF First Middle Last 4. DATE jonth Day Year 
DECEASED OF + 
(Type oF print) Quinton Earl wWMm el | DEATH Apr d / 2F _196s— 
5. SEX 6. COLOR OR RACE | 7, MARRIE EVI DATE OF BIRTH 9, AGE (In. ydars | IF UNDER 1 YEAR|IF UNDER 24 HRS, 
mM le Wh PECUT  oisab sg aa iss birt day) (Months | Days | Hours | Min. 
4 Te | wivower ovorceD}| 3m6=1895 70s. 


1Da. USUAL DCCUPATIDN (Give kind of workdone| 1Db. KIND DF BUSINESS DR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Retired Carroll CGo., Mde USA 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
b Sara Yinglin; 
15. WAS DECEASED EVER IN U.S. ARMEDFDRCES? | 16. SDCIALSECURITYND. | 17. INFORMANT EB Address 
(Yes, no, or unkown) | (Ifyes Give war or sie | ce 
NO 20-07-1784 Mrs. Earl Gummel Hampstead R.D. Mas 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] 


PART |, DEATH WAS CAUSED BY; 
. |MMEDIATE CAUSE (a) 
338/x 


DUE TD 
Conditions, If any, which a Grrthnel Vor cokin Cccecliy 
gave rise to Immediate fi Ah 
cause (a), stating the DUE TO ( Coneb~ag Tihncondin.. $ ow 


underlying cause last. (c). 


INTERVAL BETWEEN 
DNSET AND DjgATH 


* 


& | PARTI, UTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(@)  |19. WAS AUTOPSY 
= = er 2 
8 ves] NO LY 
= | 20a, ACCIDENT WAS UNDERLYING 20D. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
& | DR CONTRIBUTING [) CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TiME DF INJURY Month, Day, Year | 2Dd. INJURY DCCURRED | 2De. PLACE DF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
5 Hour a.m. While —— Not While factory, street, office bidg., etc.) 
Fr 
= p.m. 19 at work at work [1] 
21. | certify that (1) (this hospital) attended the deceased from. , 19 to. , 194s, we) fast 
5 4 
saw the deceased alive on. 1 and that death occurred ai Apo the causes and on the date stated above. 
"TY | 22b. 7 DATE SIGNED 
ATTENDING ED. STAFF = 
4H woud wo. BAYS NS aetineotor C) ive. 0) 
220. PHYSICIAN'S 22d. ADDRESS 
mics WH. Fo Are Mp. Marchester 
23a, RENO ee | 23b. DATE THEREOF | 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) State) 
pec 
Burtay. 5e1-65 Hampstead Cemetery Hampstead. nc ccmnb+— 
24. FUNER) CTOR ADDRES: 25a. REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATI 


Tipton-Eline Fun.Home, Hampstead,Md. 


oare MAY 3 1 fehonnbeg Juecge 


— 


Id 
id 


fed in by the funeral 


mehin 24 hours after 
pers, Pages 1 and 2 shoul 


2. hours after death. 


Then please remove cark 


¢ 
a 


al or attending physician. 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 
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director, page 3 should be detached for use as the 


death. Page 


IO HOSPITAL 
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ice) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


PRGG ten SPRHEICOIE OF DEATH. S328 


1. PLACE 2. USUAL RESIDENCE ied deceesed lived, It institulion: Residence before edmissi 
» COUNTY @, STATE b, COUNTY 
vrod MARYLAND lh Ee 4 
b. CITY OR TOWN [il outside corporele limits, ¢. LENGTH OF STAY IN 1b ¢. CITY O W freanite corporete limits, write RURAL and give neerest lown} 


write RURAL end give nearest town} Ve 
Sykes us Pe seta ee — Tecenen k ISAS gh BS 
4. NA HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress)_ d. STREET ADDRESS . 1S RESIDENCE 
2 / rant ON A FARM? 
S fe Sdute Wop tal \ yok __| yes no By 
3. NAME OF Fiest Middle: Last [4 ma Month “Dey ~Yeer 


DECEASED 


UAL Garo line _Utr i val ca. HH sie 4 
8. DATE A TH 


DEATH apt Qe toe 


(9. AGE (In yeors [JF UNDER 1 YEAR| IF UNDER 24 HRS. 
Spy pers | Deys Hours Min, 


5. SEX 6. COLOR OR ee 7. MARRIED [7] NEY§R MARRIED [-] 


White wipoweD [x] prvorctD [_] 


10a. USUAL eee (Give kind of work ily KIND OF BUSINESS fie INDUSTRY me dial var & Stele, Ses CD | 12. CITIZEN OF WHAT COUNTRY? 


done during most ree 9 life, pven if retired) | g 4 
~ Reheed gf, > = sree ae | 4S; 
: a "Pelle Cigehe, Wg belea Sf 
16. SO@fAL SECURITY NO.) 17, IMFORMANT , Boas a 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? Ach 
| a . 
ee MYO = a Bas wb landaicg Lo Ah lg 


(Yes, no, or unkown) | {If yes give weror detes otservice) 
18, CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).) INTERVAL 2 Zak 
PART |. DEATH WAS CAUSED BY: a SESE ATO Pea 


IMMEDIATE CAUSE (e)__ 


O¢ cae \ (aca 

uy ra / DUE TO ee a ee @ yr atu; 
Conditions, it eny, which i Av Levy ostustic, Neat Di $€ase| 

(neg the wnetring fUETO 

couse lest, 7 a> {e) 


SEASE CONDITION GIVEN IN PART Ie); 19. WAS AUTOPSY 


zs PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL 
ie | aie re PERFORMED? 
< yes [] NO re 
| 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 1B.) 5 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20%, (City or town) (County) (Stet) 
A Hout tent While __ Not While fectory, street, office bldg., 2 
= ey 19 et work [] et work [_] 
21. | certify that (% (this hospital rf == AA. 2B. 19S that (we) last 
saw the deceased alive on.. IGT... and that death occurred at 70M, from - causes and on the dale stated above. 


22b, DATE 


Es ie ATTENDING MED. STAFF Apsl sae 
wiki # . Evi meng MD. (__pecror [} avs es [HT 
22¢. PHYSICIAN'S 2d. ADDRESS 
ea wel Milton Hecbert Buschwar, Pig hield Woke Waa? 


‘23a. BURIAL, CREMATI 23b. DATE THEREOF ic. NAME OF SEMETERY ‘OR CREMATORY 23d. LOCATION aw, town or county) (Stpte) 
ric tle wea 2 L . 


f-2C - 65 Lor, 


24 FUNERAL yp Mar hoy 


2Se. RE BY REGI! 


DATE APR: 


{a6 Leaf RS, ne 


Bb fogs 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ebrie 


CERTIFICATE OF DEATH q 


\ 
< 


¢ i M. 3 1 
23c. NAME OF CEMETERY OR CREMATORY 23d. TCeATION (City, town or es (State) 


AL, CREMATION,| 23b. DATE THEREOF 


direc 


éF 
3 sz BY 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
eee ef Bh oe uu Sie Gand b. COUNTY ; ei 
e272 arrg. MARYLAND Marylan ‘Montgomery 
Ss = as b, CITY OR TOWN (if outside cor; Hale limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, Write RUR give nearest town) 
oO write and give neares' town) 
Sea e Ite RURAL and t 0 19 4 
a ee Sykesville mos, 19 dy Bethesda (Ae 
©: gin d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
2en 
st eas 1S Springfield State Hospital 5913 Ryland Drive ves] no fxd 
= z se a Beene First Middle Last 4, cle Month Day Year 
See, * ' 
esa (ype or print) ROSE BARBARA TEALY, DEATH April 1 19 65 
B sos 5. SEX 6. COLOR OR RACE 7, MARRIED fz] NEVER MARRIED[_] | & DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
3 o> 88 isl aan opts [Pays | PH Hours | Min. 
Fa] = Female White WIDOWED [_] DIVORCED {_] 3-7-1887 |ga | 
= = 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign ae 12. CITIZEN OF WHAT 
2 Sow st of working life, even If retire 
2282 during most of working Ilf If retired) INDUSTRY a ae ‘e4 COUNTRY? 
2 ess Housewife i tia SiS District of Columbia Wess hss 
8 acy 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= SS 
© BE5 Peter Dent Caroline Roth 
a eo. 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
= 22 Ss (Yes, no, or unkown) | (Ifyes give war or dates of service) 4 . - 
S Soe No 2 = None Records, Springfield State Hospital 
- SB 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ee a 
SB: Be 3 PART |. DEATH WAS CAUSED BY: Bronchopneumonia davs 
BSvus 5 of try i IMMEDIATE CAUSE (a). Pheu 1ayS 
£35 32. uf 20s 
So as Le DUE TO 
$eo55 Congitianse f a males o__Arteriosclerotic cardiovascular disease years 
= Ss gave rise to immediate 
Beeee |i Sates Th 
Sues (c), 

Bf 285 5 | Parti. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART (a) | |19. WAS AUTOPSY 
pera PERFORMED? 
25 232 & Chee, brain Sone associated with cerebral arteriosclerosis, with] ,,, Cl nok 
Fo ss oO £ otic reaction = 

SSL = 20a. ACCIDENT WAS. Weed 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
= 
Sa tvs § | OR CONTRIBUTING [1 CAUSE OF D! 
S382. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
268 
Setks = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLAGE OF INJURY (Home, farm,| 20f. (City or town) (County Gtate) 
= o 
a= “3 3 Hour a.m, while Not while factory, street, office bldg., etc.) 
gee2s = p.m. 19 at workL_| at work {_] 
53 2S 2 21. | certify that (1) (this hospital) —— the deceased from 1. uimL Ob, 19__, that (I) (we) last 
= = 
ESsss saw the deceased alive on = 19____, and that death occurred Peery 4roht the causes and on the ¢ date stated above. 
ESR IGN 
Esecs i ATTENDING STAFF oe hie 
S25 2s M.D. . _ L] _pirector (]_PHYs. h-1-65 
= Fi = : F 
EER Ce } oo, Sak ADDRESS Springfield State Hospital 
By Zez rey del. i ae in 
i} 2 
ate 
Fe F 


Buria a sree | 4/5/1965 Mt, Olivet Cemetery Washington 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
WR AIS) Robert A. Pumphrey Bethesda, Maryland |,,APR 5 ‘1965|_/ ape iw 
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‘papers. Pages 1 and 
ithin 72 hours after deatil. 


complete! 
&) 


mit. Then please remoy, 


ned by the attending physician and 


jal-transit pe 
. of Health prior to burial, cremation, or removal, and In any 


: 


1 or attending physician. 


After this certificate has been si 


Page 4 may be retained by the hosp 
, page 3 should be detached for use as the bur 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. 


TO HOSPITAL GR ATTENDING PHYSICIAN: 
director, 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0833) 


1. PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admisslon) 
a. COUNTY a. STATE b, COUNTY 


Carroll MARYLAND Maryland Baltimore City Vv _ 
b. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesvill Baltimore " 
d. NAME OF TeSpITAC OR INSTITUTION (if not in jnes e206 ney d. STREET ADDRESS “78 ae ahe 2 
| Springfield State Hospital 310 22% St. yes] Nnofel 


3. NAME OF First [ ast 4, OATE Month Dar Year 
DECEASEO pe u d 


OF 
aypsienermnt) Roosevelt (NMN)_____Henry hd 29 19 
5. SEX 6. COLOR OR RACE | 7, MaRRIEO [-] NEVER MARRIED fx] | © DATE OF BIRTH [% ARE fle, foee [1 UNDER 1 VEARTF UNDER 24 


last birthday) (Months | Days | Hours | Min. 
Negro wiooweo[} _olvorceo[] | 9-6-6 _ 48 yrs | 


10a. USUAL OCCUPATION (Give Kind of workdone| 10b, KINO OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even If retlred) INOUSTRY COUNTRY? 


Laborer Virginia USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Robert Henry Sarah Williams 


15. WAS DECEASED EVER IN U.S.ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, ng, or unkown) | (Ifyes give war or dates of service) - 

ito | 226-18-8149 |Records, Springfield State Hospital 

18. CAUSE OF DEATH [Enter only one ta ex line for (a), (b), and (c).1 sii a it with eevee Eee 
PART I. DEATH WAS CAUSEO BY: CULVe ona: uberculosis, cavltar 

| IMMEDIATE CAUSE ‘ pheumo ra of e i Year & mou 

. DUE TO 
Conditions, If any, which (b), 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underiying cause last. (Carcinoma of stomach with metastasis Months 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONOITIONGIVEN IN PART 1(a) | 19. RCDL. 


yes FX] No [J 


O56 


20a. ACCIOENT WAS UNOERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 
(iF EITHER, NOT! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. white Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work 
21. | certify that (1) (this hospital) attended the deceased from. F 19____, that (1) (we) last 
saw the deceased alive on_=29-65 19, and that death occurred a bm the causes and on the date stated above. 


ATURE 22b. DATE SIGNED 
Wk “ f ATTENDING — MED. STAFF 
hy RAN mp, PHYS. C1 pao = ae ae hot r 
2at1 PHYSICIAN'S 2ad. ADDRESS Springfield State Hospita 
NAME 5 
(ye) Julian Radzykewycz, M. D. | Sykesville, Maryland 
23a. BURIAL, CREMATION 25b. DATE THEREOF | 23. NAME OF CEMETERY OR CREWATORY 23d. LOCATION (City, town or county) (State) 
OC 
Barta” May 1, 1965 Mt. Auburn | Baltimore, Mi. 
24, FUNERAL DIRECTOR ROORESS 75a. REC'O BY REGISTRAR ag REGISTRAR’S SIGNATURE 


Charles R. Law 802 Madison Ave., Balto., Mi. | 4..MAY 3 1965 04onde, Sedge. 


MEDICAL CERTIFICATION 


10 HOSPITAL ‘ ATTENDING PHYSICIAN: 


VR A15 (4) ° 
15M 4-64 


The law requires that the death certificate be executed within q hours after death. 


Page 4 may be retained by the hospital or attending physician. 
10 FUNERAL DIRECTOR: After this certificate has been signed by the attend 


director, page 3 should be detached for use as the bi 


. Pages 1 and 


id completely filled in by the funeral 
bon papers. 


e remove car 


ig physicign.g 


in 
l-transit permit. Then 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04867 s CERTIFICATE OF DEATH 0833} 


2 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before Cae 
a a, COUNTY a. STATE b. COUNTY 
= Carroll MARYLAND Ma ryland Frederick iSite 
oo b. CITY OR TOWN (If outside coi oe limits, c. LENGTH DF STAY IN 11 c. CITY DR TOWN (If outside ce pporate Timits, write RURAL and ae nearest town) 
2 write RURAL and give nearest town) 
3 Sykesville 4 2 Gy. 
ee d. NAME OF HOSPITAL OR INSTITUTION (Hf not In hospital, glve,étreet address) |! d. ee ‘ADDRESS oa RESIDENCE 
~ 
Ws Springfield State Hospital Unknown ves no] 
= 3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF 

2 (Type or print) ANNIE EULIA HOOD DEATH April 6 1965 
m 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED 8 DATE OF BIRTH 9. AGE (In years |IFUNDER 1 EAR IF UNDER 24HRS. 
= é oO & last birthday) (Wonths| Days | Hours ) Min. 
A Female White wibpwep [7] DivorceD [] 12-21-86 yrs. 
: 10a, USUAL OCCUPATION (Give kind of workdone| 10b, KIND OF BUSINESS DR Tl. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 
Housework-seamstress |,» Heat Maryland Die ae a 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 Joseph F, Hood Rachel C, Franklin 
a 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYND. | 17. INFDRMANT ‘Address 
Ss (Yes, no, or unkown) |(1#yes give war or dates of service) 
g ° No Unknown Records, Springfi i 
6 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
5 PART I. DEATH WAS CAUSED BY: cast. * SHEA IDEATH 
5 IMMEDIATE CAUSE (a) _ACute peritonitis |_ Day. 
2 2 HO, 1 DUE TO - 
2 Sonclens, ct a Agila Perforation of stomach ay _ 
a gave rise. to Immediate ee 
od cause (a), stating the DUE TO 
2 underlying cause last. (o) 
= 3 PARTE TL OTHER Rata a por nor SconTEI SOT TODEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(@) |19. WAS. A AUTOPSY 
By El Schiz Mm, hebephrer 
S (8 izophrenic reaction, hebephrenic type ves [J NDE] 
= > |= [20a ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature oF Injury In Part | or Part II of Item 18.) 
S & | OR CDNTRIBUTING [7 CAUSE OF D 
2 © | (IF EITHER, NOTI EDICAL EXAMINER) 
a  |20c. TIME OF INJURY Month, Day, Year | 200. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,) 207. (City or town) County) Gtate) 
@ Hour a.m. while Not WhIl factory, street, office bidg., etc.) 
s 8 a 
23 = Bur 19 at_work Oo at work 
2 21. | certify that (I) (this hospital) attended the deceased from_(=LO=22 Soy: 19___,, that (I) (we) last 
s 3 : 
s SEU the deceased alive on_U-6-65 _19__, and that death occurred at? “UUM! trom the causes and on the date stated above. 
= es TURE | 22b. DATE SIGNED 

ATTENDING MED. STAFF 
= } Pores M.D. PHY: O_Bikector C) pays. Gell h-7-65 
220. PHYSICIAN'S 226. ADDRESS Springfield Sta te Hospital 
® 
NAME (Type) P. & pita 

a Antonius G pula DS mis Sykesville 
3 73a. BURIAL Beaiay 23b. DATE THEREOF ™ 3 ee ie, OR CREMAFERY 23d. _LOGATION (City, tgwn or county) Gtate) 
co (Spe; 


6S wi d, Saud 


25 GISTRAR’S S{GNATURE 


APR 12 ies 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 ge AND 


O4868 i. : CERTIFICATE OF DEATH 


. PLACE OF DEATR 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
pei lh aSTATE b, COUNTY 
Carroll MARYLAND Maryland Carroll 


b. CITY OR TOWN (If outside Pag limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end glve nearest town) 
write RURAL and give nearest town) 


Westminster 1 day Westminster RD #3_ 


d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) 4. STREET ADDRESS 8. 1S RESIDENCE 


Carroll County General Hospital : yes {4} nol] 


3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Iype oF print) IDA VIRGINIA HUNTER bem’ = April 4, 49 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[~] | 8. DATE OF BIRTH 3. AGE (In years [IFUNDER 1 YEAR[IF UNDER24 RRS, 


birthday) 
female white wivowen PE] —owvorceot]| Oct. 9, 1583 Se gaa gall ee it 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


housewife Carroll County U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Abraham Shafer Mary Mathias 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, oF unkown) | (Ifyes pive war or dates of service) Westminster RD #3 
Lewis W. Shafer ar 


18. CAUSE OF DEATH [Enter only one cause per line for (a), {b), end (c).) ee ata 
PART |. DEATH WAS CAUSED BY: Cabas a i 
y IMMEDIATE CAUSE {a). Oe ihs LK 
Laf 
DUE TO 


Conditions, If any which {b) Rajkot bbs § AAS Bespin é ge ’ 


gave rise to Immediate aia 

cause {a), stating the ey! 4 

underlying cause last, (0) don JIed Odi pebs eeu 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 9, Se 
—_— Yes{] NOT] 

20a. ACCIDENT WAS PADETE YING, PS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


OR CONTRIBUTING (7 CAUSE OF 
(IF EITHER, NOTI EDIGAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. White Not while factory, street, office bidg.. * etc. ) 
Aue 19 at workL_]_at work [_} 
ea 
21, | certify that (1) (thiseheepital) attended the deceased from. eS", that (I) @ve} last 


saw the deceased alive pe eee ee, and that death occurred atzifoPm, from the causes and on 7 ¥ date stated above. 
22a, SIGNATURE 22b. DATE SIGNED 


apf(etant EAs p ws. ARE" Biter C1 AE | afd Ye 


22c. PHYSICIAN’ iz. ADDRESS 


Pages 1 and 


papers. 
ent, within 72 hours after de: 


carbon 


ompletely filled in by the funeral 


ed by the attending physician 
-transit permit. Then please 
, cremation, or removal, and i 
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Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


MEDICAL CERTIFICATION 


¢ 


NAME (Type) 


23a. REHOVAL (Speci) | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pecify) 
urial | &pril rider's Cemeter Westminster RD , Mearviand 
2 brig oan je Sa, REC'D BY REGISTRAR] 25D. otewts Se 
eee ? Peete gh pear Denk. par 1PR 6 196 


tor, page 3 should be detached for use as the bu 


should be filed with the State Dept. of Health prior to b 


FUNERAL DIRECTOR: After this certificate has been 
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VR ALS (4) v 


Page 4 may be retained by the hospital or attending physician. , 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


MARYLAND STATE DEPARTMENT OF HEALTH 


ers. Pages 1 and 


pt 
in 72 hours after de 


a 


b 


pl 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


director, page 3 should be detached for use as the bur 


s 


15M 4-64 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ues LAND 
CERTIFICATE OF DEATH U ) 


. ae 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before adm|éslon) 
& a. STATE b. CO i ‘ 

Carroll MARYLAND Maryland Baltimore City 

©. CITY OR TO 


b. CITY OR TOWN (if outside corporate Iimits, c, LENGTH OF STAY IN 1b (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville hmos .ydays Balti : iy 
d. NAME DF HDSPITAL DR INSTITUTIDN (if not In hospital, give street address) |) d. STREET ADDRESS 6. Seas 


Springfield State Hospital 61h Richwood Avenue ves] nofsd 
“ Less First Middle Last 4. DATE Month Day Year 


(Type or print) CLARA GR@H HUTT DEATH April 1 3 19 65 


5. Sex 6, COLOR OR RACE] 7. MARRIED [=] NEVER MARRIED [J] & DATE DF BIRTH 9, AGE years] IF UNDER1 YEAR IF UNDER 24HRS, 
F " last | rthday) (Months | Days | Hours | Min. 
‘emale Whi te WIDOWED DIVORCED {~] 7-30-188]j - 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b, KIND DF BUSINESS OR Ti. BIRTHPLACE (County % State, or fore ni country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY. CDUNTRY? 


Housewife Own Home Ue eA. 


P13. FATHER’S NAME 14, MDTHER'S MAIDEN NAME 


William Groth : Louise, Merrywea ther 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT — Address 


(Yes, mi unkown) (en war or dates of service) 
0 None Records, Springfield State Hospital 
18. CAUSE DF DEATH [Enter only one cause per IIne for (a), (b), and (c).1 j INTERVAL BETWEEN 


DNSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
p>, .» IMMEDIATE CAUSE (a) B_ronchopneumonia 


¥ i DUE TO 
Conditions, If any, which (0) 
gave rise to Immediate 
cause (a), stating the ( DUE TD 
underlying cause last. (c). 
PAI Po a ee a, S CONTRIBUTING TO DEATH BUT NDT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTDPSY 

hronic brai i edits 


n syndrome associated with senile brain disease with ERROR ED 
behavioral reaction. Arteriosclerotic heart disease, ves [x _No [] 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part I! of Item 18.) 

OR CDNTRIBUTING (1) CAUSE OF DEATH 

(IF EITHER, NDTIFY MEDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
Hour a.m. While — Not While factory, street, office bidg., etc.) 
m. 19 at work at work 


21. } certify that (I) (this hospital) attended the deceased from___12-9—) , T5051 19___, that (1) (we) last 
4 Atom 


saw the deceased alive p i 19____, and that death pccurred a! the causes and pn the date stated above, 
22a, SIGNAFPRE = | 220. DATE SIGNED 

: 4s . MED. STAFF 

Pa, Tyrer ant or Pe oe Ol tws. Ga] 4-13-65 
220. PHYSICIAN'S 22d. ADDRESS pringfield State Hospital 

NAME : 7 
%) Antonius Glahn> ca : 
23a. BURIAL, Fmt | 23D. DATE THEREDF | 23c. NAME OF CEMETERY DR CREMATORY 23d. LDCATIDN (City, town or county) (State) 


' 


MEDICAL CERTIFICATION 


REMDVAL (Specify) 


24. FUNERAL DIRECTOR 25a. REC'D BY REGISTRAR | 25b. RECISTRAR'S SIGNATURE 


.W.denkins & Sons Co. yooh tor Rd. we APR 15 1966 _y& t, y } 


y 1 MARYLAND STATE DEPARTMENT OF HEALTH 

Y DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 oy i 
% CERTIFICATE OF DEATH 08334 
8 SES T. PLACE OF DEATH : ifution: Resi 
2 Ceo - 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
.* ee Cos lll a, STATE >, cou “ 
s 272 Carroll MARYLAND Maryland arford 
5 5 2% b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
e BE g write RURAL and ae a} 2 cone # ( 1) 5 
3 £8 Sykesville (rural mo 2 arlington (rura. 1 X 

e: Zz Pas d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e abel tk 

pay ey e " a 
Sel g. Springfield State Hospital iy yesk1] not] 
s 
Ss 3. NAME OF First Middle Last 4. DATE Month Day Year 
= DECEASED OF 
if i SrneimReCIN Arthur ides Jones DEATH =~ April 1219 65 
= ses 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [X} | 8 DATE OF BIRTH 9. AGE (In, years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
3B ses sh, irthday) (Months | Days | Hours ) Min. 
8 EES | male Wie wipowep [-] pivorceD [-] 1891 is; | 
sf eae 10a. SRL DOCUBAT ON ahve kind ofworkdone| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
23 8 gz curing most of working life, aven If retired) teeta M 1 4 wea 
2 Bes Tone one arylan S.A. 
SB ESS 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
& feb 
+ so * 
© Bee xxx John A. Jones Mary M. Bunting 
Ss 2of 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOGIALSECURITY NO. | 17. INFORMANT Address 
= Ze So (Yes, no, or unkown) | (Ifyes pire war or dates of service) F : z ‘ rs ¥ 
S$ °5¢ None None None Springfield State Hospital, Sykesville 
3 s 
mn £.8 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 DU Tee erie 
SoBe = PART I, DEATH WAS CAUSED BY: esti H t Fail Weeks 
ZS585 IMMEDIATE CAUSE (a) COngestive Hear ailure W 
2 635 2, } DUE TO 
gece Conditions, If any, which w_Arteriosclerotic Cardiovascular Disease Years 
Been So > gave rise to Immediate 
ss 22~ cause (a), stating the ¢ DUE TO 
= ge = underlying cause last. (c). 
SH = oS 7) |S | PARTILOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) |19. WAS AUTOPSY 
ef ess Cle ; : oo a : 
FSses | Schizophrenic reaction, hebephrenic type yes [7] No fl 
Zs Sees i | 208, ACCIDENT WAS UNDERLYING FT] 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part V or Part IT of Item 16.) 
Satuo 
Sg S2a 5 (IF EITHER, NOTIFY MEDIGAL EXAMINER) hs 
ma 
ze 2 £8 % | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED 208, iErGE iE URY amie 20f. (Clty or town) County) State) 
sass |e Hour am. While, — Not while street, Office Didg., etc. 
Sa s 38 = pmo == 19 at work |_| at work -- -- 
eux ; ; F rans 
S38 See 21. | certify that ( (this hospital) attended the deceased from_1=10 19.1.5. to._ April 1219 65, that #t) (we) last 
iS —_ Nn : 
ESess saw the deceased alive pn April 12 1965_, and that death occurred atGagn 4M, from the causes and on the date stated above. 
ee en 22a, § 22b. DATE SIGNED 
mien S 
@:: WD TUCO _ wn. HR Sn BE ml agri 13, 1965 
a = |.D. is > : 
=e 2 &° 22d RIES = ak Lg a ea M.D 22d. ADDRESS 
= o ype) e ‘h 5 : : 
By BSc / ee ee Lr sen’ Springfield State Hospital, Sykesvilb 
ca z 
ES fe § 3 25a. BURIAL, CREMATION, 23. “DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (Clty, town or county) (State) 
= o an pec 
eve Barta Apr.15,1965| Darlington Darlington, Md. 
24.\ FUNERAL DIRECTOR "ADDRESS 2 


SAPR TS 1965 


DAT! 


GISTRAR’S FAGNATU! 


VR A15 (4) ASN. RoSoine TD ura LPAs 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


o O- 
FOR STA 04872 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 08335 
EALTH DEPT. |i piace of pean 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 
8. COUNTY ¢ rT a. STATE = lana b. es a 
P ete ; arro MARYLAND farylan arro 
ees és b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b |’ c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oo cs] 
ge = £3 é write RURAL and give nearest town) x ‘ 
SHE 5. Finksburg RD é years Finksburg RD 
@:: Be d. NAME OF HOSPITAL OR INSTITUTIDN (if not In hospital, give street address) || d. STREET ADDRESS 8. pe AOE 
i) ui 
ae = Trailer Court Shield's Trailer Court " 
woe =f ¥ ; ' e s Trailer Cour yesC} no ft) 
amen 85 Ss 
Se a a2 3. Meds 4 First Middle Last 4, yale Month Day Year 
ma : 
‘Boe Pe ait LLOYD DONALD KNAPP bead «April 28, 1965 
5 
sig 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [~] | & DATE OF BIRTH 9. AGE (in a TFUNDER 1 YEAR IF UNDER 24 HRS. 
-2 hs _ Months | Days | Hours | Min. 
BHE on male white WIDOWED [_] DIVORCED Sept. 25, 1911 yrs. 
36s Be 10a. USUALDCCUPATIDN (Give Kind of work done] 10b. KiND OF BUSINESS OR Ti. BIRTHPLACE (State or re country) 12. CITIZEN OF WHAT 
2S Wed during most of working life, even If retired) INDUSTRY A COUNTRY? 
Eom, = s., machinist Tool Factory Lewis, Kansas U.S.A. 
sas gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ae age = ; 
Bes as William M. Knapp Hattie Leasea 
s=5 Es 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address " 
Ns — (Yes, no, or unkown) | (Ifyes pive war or dates of service) 213-10-5727 r saat Kansas eCity, 
oe hale World War II Mrs. Dixie Lee Pratt Missouri 
Ee Beats VAL BETWEEN 
SoS oa 18. CAUSE DF DEATH [Enter only one ceuse py _INTERVAL 
see Se PART I. DEATH WAS CAUSED BY: owe eee 
255 25 ale IMMEDIATE CAUSE (a)_« é 
SPy £5 EL DUE TO Ey 
3.2 pos 
ce ae ena a eon 
Sr @=s ceuse (6), steting the ( DUE TO 
Sze oa underlying cause last. (0). 
BE SS & | PART Il. DTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITIDNGIVENINPART (a) 19. WAS AUTDPSY 
Ze2 Ba = - i 
S55 22 o/s 3 GN) 
Big 22 |e |Ritgycomntnec iy SIT AZ 
£ 2 or Ze 
see Ba | cause DP DEATH j + 
= Ee =e = | 20c. 1)ME OF INGIAY-—Montn, Dey, Year 20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm, or town) junty) (State) 
F € — 8 3 AS ji if fachosy, street, office bldg., etc.) y 
ERE os 8 vin, Nat Walle Carrel? 
zs os = .m, 1 ot worl et worl L 
Se. ae 21. | certify that | téok charge of the remains described above, held an Autopsy [_], —Inspéctton [_], and In my opinion 
See. a . 
ote a2 death resulted from; Natural cause; ident [_], Suicide XJ, Homicide [_], Undetermined manner [“] 
sé = 
~~ 3 a q CHIEF MEDICAL EXAMINER [_] F 7 
SSsE= Hera |p, ASSISTANT MEDICAL EXAMINER [] 22. ae 235 
: gS 4° site DEBUTY MEDICAL EXAMINER 
De 3 23 EXAMINE! Z 
Posies NAME (Type) + 2 oun, 
ws 35 == 238, a aT 23d, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 2ad. LOCATION (City, town or county) 
= :35 = e city! 
22 = emova 4/29/65 Orient - . Mi : 
24. FUNFRAL DIRECTOR ADDRESS sz 25y REC'D BY REGISTRAR ‘ie FekiGrmav's SIGNATURE 
vate 9 es es Heigl pe r 2 latofieete: me MAY 3 1965 fortes J a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04872 _CERTIFICATE OF DEATH 08336 


< 


16. SOCIAL SECURITY NO.| 17. INFORMANT “Address 


216-10-6471 
"| INTERVAL BETWI 


SAL sockeye INSET AND DEAT 
PART |. DEATH WAS CAUSED BY; a . 
IMMEDIATE CAUSE in OAT Conmnsoey x Ceehis rey ory od Safe. 


of DuE TO 


Condon, ony, whe »o Coren —— Hea Tt~ Dircaat— | Peete ae 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, no, or unkown) 
No 
18. CAUSE OF DEATH [Enter only one ceuso p 


(yes givewerordetes ofservice) 


Mrs. Romaine Motter 66 York St. ,Taneytown,M 


oe 
ES 
pe 
a 
a 
= 
oO 
ls 
2 
6 
© 
= 
> 
a 
a 
a 


© 
> 
€ 
6 
£3 
Q 
& 
@ 
3 
> 
re] 
pay) 2 
¢é 

. 
gs 
=e 
eu 
£% 
ae 
& 


gave risa to immediete cause 


3s 3 oe ~ = 
€ @ FT. PLACE OF DEATH | 2. USUAL RESIDENCE (Where dacaased livad, If insiitulion: Residence bafore edmission} 
2 e a. STATE b. COUNTY 
| gag Carroll 5 MARYLAND | Maryland Carroll 
= Sie b. CITY OR TOWN [if outside corporate limits, | «. LENGTH OF STAYIN Ib | c. CITY OR TOWN (if outside corporete limits, write RURAL and give neerest town) 
co 
t Fos write RURAL and give nearast town) y 
ee Taneytown | 30 years Taneytown 
= Pe ae fed 4 = at set Ba aca 
= 33s d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give streat address) od. STREET ADDRESS 1S RESIDENCE 
= 28s } ON A FARM? 
Gas 
GD > S22 x |__26 5. Baltimore Street __ 264 EB, Baltimore Street _| ves[] so] 
3 3 Su a sad SAL ney Middle Last in eas ad Month Dey = Yeer— 
5S 2an F 
a a z 
oo pele Corer any __ Kenneth _Bankara Koutz a) RS Mion iT: 1 1%5 
af = Be SEX 6. COLOR OR RACE ] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER? YEAR| IF UNDER 24 HRS, 
7. MARRIED [_] NEVER MARRIED [_] ; aah ~ ee 
8 > * fest birthday} ani Days | Hours | Min. 
id ~ Male White wiboweD [X] pivorceo [] | October 6, 1905 59 vs. 
8 Toa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) 
B Ss Baker | Bakery Carroll Co., Maryland U.S.A. 
: 3 13, FATHER'S NAME . > "| 14. MOTHER'S MAIDEN NAME res, eal 7 
3 = George E. Koutz | Anna A. Bankard 
< 
£ 
$ 
3 
5. 
2 
= 
a 
@ 
= 
= 


DUE TO 


(a), stating the undarlyin: ‘e 
Se ied. oe » Pricrio scleress_s Re aes. 


attending physician. 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(e)| 19.-WAS anor 
PERFORMI 
‘|| Severe f Yard Me Vee! 17 Sereid 
0|§| Seveve Rheumarts; Hye! Tp s3~heaswy Sere} K  |vs CO) no 
= 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Perf | or Pert Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stere) 
= eur etm. While __ No! While factory, street, office bldg., etc.) ! 
= yp at work et work 1 
21. I certify that (I) Shis-hospital} attended the deceased from, b , that CF (we) last 
saw the deceased alive o b 9S, and that death occurred at AM, from the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE 


ATTENDING D. STAFF ~ SIGNI 
mp. | PHYS. piRecTOR [_] PHYS. [} Oped 2, Ij 
22d. ADDRESS P a 


OmLS EN cee LAMENT OS , SMD. 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 


REMOVAL (Specify) 
4/4/65 Reformed Cemetery Taneytown Maryland 
24 FUNERAL DIRECTOR'S eke Jy Alem 258. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
AAS IS 
C.0. Fuss & S6n Taneytown, Maryland 


oMPR 6 9651 LOlarbes Qectee 


* ul a 
22c, PHYSICIAN'S 


NAME (Type) Z, AMbALER 


death. Page 4 may be retained by the hospital or 
TO FUNERAL DIRECTOR: Atter this certificate has been si: 
director, page 3 should be detached for use as the burial. 
FP be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIA: 


{ 
VR AIS (4)\~ 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 MARYLAND 


04873 CERTIFICATE OF DEATH )S33¢ 


. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


*“GRHROLL ae “SNE LAND b. COUNTY ae 


b. CITY OR TOWN (if outside cor] sperate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 5 
SYKESVILLE BALTIMORE 3Booj-4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. Hegel 


REHOBOTH NURSING HOME 2864 W. LANVALE STREET ves] nok] 


. NAME OF First . DAT Month Da Year 
ites Irs Middle Last 4. DATE n y 


OF 
(Type or print) JOSEPHINE LEAZER DEATH APRIL 24, 1965 
&. COLOR OR RACE | 7. MARRIED ARRIED[—]] 8 DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR IF UNDER 24 RS, 
pale vers Ba petLED fa] last birthday) ports Days | Hours Min. 


COLORED wipoweD [X] pivorceD[-]|MARCH 19, 1896 69 yrs. 


10a. USUAL OCCUPATION (Give Kind of workdone | 10D. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN a WHAT 
during most of working life, even If retired) INDUSTRY 


MESTIC NORTH CAROLINA pee ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


UNKNOWN UNKNOWN 


15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, unkown) | (If yes give war or dates of service) 
tom” | loi2at6a353y | ROSETTA BRUNT # 2864 W. LANVALE ST. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), 0), a fp.) es. me oe INTERVAL BETWEEN 
_ ; 7 ONSET AND DEATH 
Penney A ee cache Mle et fee Conn | PA 
HOO 
< DUE TO 
Conditions, If any, which a2 LOTR € ee Ee Le ee Qe Qs LE BW OD, 


gave rise to Immediate DUE TO == 
cause (a), stating the ae 
underlying cause last, ©) AEF ek aL Pe ferte Seley ryuy AC mca 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. HE By ea 
poe UN dh Ad 2 


Yes[] sof} 


_ 
oat 


apers. Pages 1 and 
ithin 72 hours after dea; 


etely filled in by the funeral 


a 


cremation, or removal, and in any 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,] 20f. (Clty or town) (County) (State) 
Hour a.m. while Not while factory, street, office bldg., etc.) 
p.m. 19 at work a at work 


21. I certify that (I) (this hospital) attended deceased fr = a. $5, 2 that (I) (we) last 
saw the deceased alive on E 19_.C.<? and that death otcurred a and on the date stated above. 
22a, .SIGNATORE aes i | 22. DATE SIGNED 
pra Dir eal si un RMD So HEC 
22. PHYSICIAN'S ADDRESS 
| RANE OP) <7 Bye of 5h boy fo = coals DOGS PYLhes org ff os 


23a. BURIAL, remanet 23b, DATE THEREOF 23c. NAM! CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) = 


BORA | 4-29-65 MI.’ CALVARY BALTIMORE, MARYLAND 
24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


VR AIS (4) CHARLES R, LAW 802 MADISON AVE., BALTO., MD. vate PP 2.9 jfiorlss Alentgte 


MEDICAL CERTIFICATION 


= 
= 
2 
e 
a 
bo 
= 
So 
4 
a 
= 
I 
So 
3 
a, 
o 
oe 
3 
ae 
w 
= 
= 
> 
a 
aot 
a 
= 
= 
2 
o 
a 
> 
=) 
= 
st 
@ 
So 
© 
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oS 
ge 
® 
3 
os 
22 
88 
2 
Re 
=e 
A= 
ga 
SCs 
2s 
=s 
rH 
ee} 
So 
sa 
<2 
es 
ce 
Bo 
ee 
& &. 
s 
a 8! 
=. 
=a 
ze 
3 
i) 
me 
oe 
e 


r= 
a 
Fy 
8 
= 
5 
s 
= 
= 
Z 
g 
By 
2 
+ 
N 
= 
= 
= 
= 
ua 
2 
= 
3 
= 
2 
3 
© 
3 
2 
2 
3 
S 
= 
- 
5 
8 
xs 
s 
s 
3 
® 
2 
F= 
‘Ss: 
= es 
= a 
no ~ 
Ba738 
5 
ES 2 
2 3 
Es 5 
2 = 
- By 
= = 
= — 
= 6 
S 2 
oo a 
= a 
= 
a. 2 
o sg 
= a 
a uy 
= = 
a ir 
= = 
= 7 
o Oo 
=“ = 
EEEoS 
5 = 
o 3 
= 8 
o Cy 
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20M 1/65 


JO HOSPITAL OR ATTENDING PHYSICIAN 


The law requires that the death certificate be executed within 2 hours after _Y 


or attending physician. 
ficate has been signed by the attending ph! 


= 


papers. Pages 1 and 
nt, within 72 hours after deaj 


ian and completely filled in by the funeral 
carbon 


transit permit. Then please 


director, page 3 should be detached for use as the bu 


Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certi 


VR A15 (4) 
15M 4-64 


ee 


cremation, or removal, and i 


should be filed with the State Dept. of Health prior to buri 


% 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, JARYLAND 


CERTIFICATE OF DEATH J833s 
i, PLACE DF DEATH 2. USUAL RESIDENCE Weel deceased lived, If institution: Residence before admission) 
a. COUNTY Lert” col 5 7 
kiteraalh macs Uf os 
b. uy TOWN (if outsld; p torte rate limits, c, LENGTH OF STAY IN 1b || c. WM TOWN hkl Lh etek corporatelimits, writ 


ne y pupa ay te WD. and give nearest te 
hic ll bp INSTITUTION, {If not In hospital, give street address) || d. WA. ADDRESS &. is. RESIDENCE 


YES sO Toa 


3. 


Fy 


NAME OF rE ae J @, DATE Day ‘Year 

DECEASED OF A he 

(Type or print) ee ) GCE a 3 re DEATH he wed 
6. “te OR RAC: ears 


ze war NEVER (A & a EGRET 8 ASE tertaays 


WIDOWED og DivorceD [_] F-/ ST, yrs. 


“M 


IFUNDER 1 YEAR|IF UNDER 24 HRS. 
Months | Days ] Hours | Min, 


wee USUAL OCCUPATION ets of work done 


during as of if ife, even If retired) 
13. 


10b. KI iF as OR i. hel toi or foreign copntry) | 12. are a 
14, dee MAIDEN NAME 
* 


MEDICAL CERTIFICATION 


19, WAS DECEASED EVER IN U.S. AR} FORLES? | 16. SOCIALSECURITY NO. INFORMANT Vaer€ 
(6, no, or unkow! If yes pive war dr dates. iff 
We ori 2tKS ora. Lae 
18, GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL AM N 


22 

J a DUE TO 
Conditions, If any, which (b) 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (o). 


PART 1. DEATH WAS CAUSED BY: C Pies i ONSET AND DEATH 
< ea CAUSE (a) fl eee 


PARTI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) [19. WAS AUTOPSY 
yes [7] No [}— 
208, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury In Part | or Part 11 of item 18) 
OR CONTRIBUTING 7] CAUSE OF 
fF EITHER, NOTIEY MEDICAL. EXAMINER) 
Zoe. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20% (City or town) (County) tate) 
Hour a.m. While Not While factory, street, Office bidg., etc.) 
p.m. 19 at workL_] at work 

21. | certify that (1) (this hospital) atte eu the deceased fron_@#. / S) _, 1965, tL & &_, 194.5", that (1) (we) last 

saw the deceased alive on 19.&5__, and that death occurred at_Z2-M, from the causes al on the date stated above. 
22a, SIGNATURE on DATE SIGNED 

ATTENDING p> MED. STARF j 
tan S. Hanata~ wo. Bave NS ry” Bintcror C1 BAS 47> id ap & 

2c, PHYSICIAN'S 22d. ADDRESS 


HY é 
mur Gwe) Jon Ss. Haas HEY pp Fy ae Se el 


23a. 


risen 


BURIAL, CREMATION, | . zNAME OF CEMETERY OR CREMATORY 23d. ATIO) , towg or county) (State) 

rah SDR as” Wt 
25a. Ri GIS R’S SIGNATURE 

mr ee on 


DATE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04875" _ CERTIFICATE OF DEATH 08339 


. a — 

= s 1 PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If inslitulion: Residence before edmission) 
a3 oe } e. STATE b. COUNTY 

w 

= CRHR ILL. “wanvian LIPRVLBLD YL 

2 ka B. CITY OR TOWN iit outside corporate limils, | ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write wn LAPSE town) 

is wri end give nearest town) Le 

a2 WEEKS |< YWftN BRILGE Fera 

aay d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS — | @, IS RESIDENCE 

é = ON A FARM? 

, 3 WhIN ST We kstRy JULES ves} wo) 
s 3. NAME OF First Middle lat 4, DATE Month Day Yeer 
2 DECEASED OF 
2 vila aa MARY MESSLER Meh sTRY ee AL Vin a 
8 . 6. COLOR OR RACE|7 marriep [Sf NEVER MARRIED jin B. DATE OF BIRTH |9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 
7 g bithdey) [Months] Days 


AITENDING PHYSICIAN: The law requires that the death certificate be executed: 


be retained by the hospital or attending physician. 


te 


Hours | Min. 


vw 


WIDOWED DIVORCED O 


YO 


COURT wer bE 


tate, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


5 peas EcemeANON Give kind ot co | 10b. KIND OF BUSINESS OR =| ) 11, BIRTHPLACE 186 
$ forking lite, evon if retire 
3 EPER OWN HoMé | AUPRYLAND VET 4 
a 13. FATHER’S NAME ) 14, MOTHER'S MAIDEN NAME 
fo] = 
2 LEW/s UY _MESSLER | WWE ROWE 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address” Ee 
(Yes, no, or unkown) | (Ifyesgivewarordetesof service} 
aii: AUZABETI PILERS MMW. BRIDGE 
18. CAUSE OF DEATH [Enter only one cauge-per line for,(a), (b), end (e))_ “INTERVAL BETWEEN 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY. 

IMMEDIATE CAUSE (ce) # “2X W4_ Canciyom a le_{/ opin o— | Mortis 
Tae So a DUE TO 

Conditions, if eny, which (b) 
gave rise to immediete ceuse ¥ 
[a), stating the underlying OUE TO 
cause fast, te) 


PART Il. OTHER ae CONDITIONS CONTRIBUTING TO DEATH TO DEATH BUT NOT RELATED TO THE TERMINAL D DISEASE “CONDITION GIVEN Nn PART Ie} 19. WAS AUTOPSY 


z 

z PERFORMER? 
E ' 

hs i sit Cons, & SS ae . ves [] No 
HE [20a, ACQIDENT WAS UNDERLYING [] | 205. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Part Il of item 18.) 

| OR CONTRIBUTING [] CAUSE OF DEATH | 

& | GF EITHER, NOTIFY MEDICAL EXAMINER) 

cy = : 4 : ots 
 [[20e. TIME OF INJURY — Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 
a Mibur casa While __ Not While factory, street, office bldg., etc.) | 

= aa 19 jet work [_] ot work [_] \ 


‘CTOR: Afier this certificate has been signed by the attend 


director, page 3 should be detached for use as the burial-transit permit. Then please re 


21. I certify that (I) (this Pai ‘A ee the deceased fro 3.4 Woscey that (1) (we) last 


. pene Peers lon al emeds 
saw the deceased alive on... AD: rem , and that death occurred wae from Ae causes and on the date stated above. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


eo 22e, SIG . DATE 
= os [oe BIRECTOR et PHYS. a “he ee 
< eg / "S E ‘e 7 ae a, we “\22¢. ADDRESS i‘ 

Be ™ Tt CARICOFE LYNiow. BRIDGE. ion ee = 
S26 33a. ov ERATION; 23b, DATE THEREOF ‘23c, NAME OF CEMETERY OR CREMATORY LOCATION (City, town or county)” aan 
o%9 9/65 | PPE CREEL CARRILL Co eZ) 


VR AIS (4) 
15M 7-62 


25e, REC’D BY REGISTRAR 1965 ponte, REGISTRAR'S SIGNATURE 


om APR 9 196 


TOR'S, SIGNATURE * ADDRES. 
\edboca: Le Lect Base, kd | 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04876 CERTIFICATE OF DEATH 0 § 3 4 0 


3 © 
a. ee 
= 33 1. PLACE OF DEATH 2, USUAL RESIDENCE (Yhere decessed lived, If institution: Residence befose admission) 
o 25 # SERRY ‘he estate = b, COUNTY a 
5 eng f grygbll MARYLAND biel. 
8 £54 “1 —- a 
= = U5 b. CITY ORT if outside ee limits, c, LENGTH OF STAY IN 1 c. CITY OR ir (iF a. corporele limits, write RURAL and give neerest town) 
~~ Bas write RU! Yisbtald : 
2353 | ced” of “tel, 
fy2 Pas a ———_ 
£ on d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, givesfreet eddress) é. ake ADDRES @. IS RESIDENCE 
iF ye ae aha 
>a yes [[] NO 
$s a 3. NAME OF = “First Middle “ast * DATE Month: Year ig 
aah (Type or ea) Fs A en 4 - 
5 OUISE See P DEXTH 7 pes 
5. SEX yi COLOROR RACE 7. MARRIED Bef NEVER MARRIED [_] B. DATE OF BIRTH 9. AGE fn yoors |IF UNDER T YEAR| IF UNDER 24 HRS. 
S lest Dirthdey) (“Months Noe Hours | Min. 
UY LIO: 4 WIDOWED [_] DivorcED [_] 1, £0, 0 yrs. 


10b. KIND OF BUSINESS OR INDUSTRY {County & State, or forsign country) 


14, Mee Ss A oO. NAME 


Mee hed 


12, CITIZEN OF WHAT COUNTRY? 


1 aS 


We. USUAL OCCUP, wt (Give kind of work 

dot uring rorking life, even if retired) 
Z on7 _- 

1S. FATHER’S RB ts oT ae) 


2, 


Then please remove 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event) 


15. WAS DECEASED EVER IN U.S.“ARMED FORCES? we) SOCIAL SECURITY NO.| 17. INFORMANT ‘Address =3 <7 
{Yes, no, or unkown) | {Ifyesgivewerordetesof service) |_, 2/3 - - 03. 4 Mid t fil? tote fe title 
L4 4 GOO — a Mae, 
18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (bj, end (c1 1 Mf = co cae — 
PART |. DEATH WAS CAUSED BY: 
MAS SA'S", EMBOLISM OF CORONARY ARTERY See 
of aol DUE TO 
Conditions, if eny, which (b)_ 


geve rise to immediate ceuse 
(e), steting the underlying DUE TO 
ceuse lest. (c) 


| or attending physician. 
After this certificate has been signed by the attending physician 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


€ 

7 

a 

* 

2 

£ 

2 

a 

2 

= 5 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 9. WAS AUR 

i ee 

g co) 
SE eo O S ves [] NO 
2 = = 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) + 
o i =] OR CONTRIBUTING [] CAUSE OF DEATH 
£57 O | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 = 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, ' 20f. (City or town) ., (County) - {Stete} 
ves rat Hour e.m, While Not While foctory, street, office bldg. ete.) | 
£ a 3 2 fs 19 et work [ ] et work [] i 
208 2. I certify that (I) ( PALL 199.2, that (I) (voexlest 
S92 saw the deceased ali: , and that death occurred at..' 6 ABPM. the causes and on the date stated above. 

r zee CER se S AT ATTENDING, STAFF 22. SIGNED 

EA 
s ae OA oh mp, | PHYS. al DIRECTOR ( pays. (] = 7/spril/65 
$3 3 22c. Reee ties 22d, ADDRESS 
CJ NAME (Ty; 
“Ez aoe or Wim te _Lawson, Jr,, N.D. _—_|_-Box 54 RD #2, Sykesville, 9, 784 
=py Ze, BURIAL, CREMATION, | 23b. DATE yeyes 23. Uw CEMETERY OR CAMAFERT 23d. LOGATION Ain , Jjoyn or ct, (Stete) 
$= REMOWAL (Specify) Oo Lhe (40 
3 Qs Ap -f/ O- 


24 FUNER, 


VR AIS (4) 
20M 5-63 


a i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04877 CERTIFICATE OF DEATH 


et 
i ez o 1 ber pee 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissl 
ay se Bae a 4 : a. STATE b. COUNTY 
2 
5 27S CAR RIZAL COUNTY MARYLAND ARVLAM D CA OL t~ 
o bat bd b. om weal iF sutsitty cory orate: limits, ¢. LENGTH OF STAY IN 1b ;. CITY OR TOWN (If outside corporate limits, Write RURAL ard give nearest town) 
write am give neares' whl) ma 
g 222 |\Z2Z “a - Wis beh. Le, 40 
5 «3 LES F774, RS le eM Gs KY. : 
}. uty d, NAME OF HOSPITAL OR INSTITUTION (If not In ia eS address) || d. STREET ADDRESS ©. 1S RESIDENCE 
2an /( — y 
N ERE (N| CARROLL Coun7y CEW, ASA) JIM Bowe RS fPOAD __\wsU) nih 
. = 3 a 3. aoe First Middle Last 4. pare Month Day Year 
= 2 - 
= 4 Cypeor print) 7A /e ELI ZALELETH. Michal es beam APRIL 1965 
3 ma 5. SEX 6. COLOR Of RACE | 7, maRRIED [~) NEVER MARRIED 8, DATE OF BIRTH 9. AGE nea IFUNDER 1 YEAR ir 2a 
a 3 Months | Days | Hours in. 
a4 Ee A wipowen [7] ered AV6-2/ WES yrs. [PPS 
ae Ses 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ee Ba during most of working Ilfe, even If retired) INDUSTRY Coor- Led 
Osos 
2 gas anand ATO, Cx E 
mR 2°s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 ee P= 4 . ? 
& os i OL ES 
Mees ° VQREM IA 4, MIELE 
8 2. e 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 2 
eee. | eee Coenen e CARROL. COUNTY Wilh FARE GOARD 
Ss sige _ 
S os 
“3 2 os 18. CAUSE OF DEATH [Enter only one cause per ling for (a), (b), and (c) - ile ant 
raat org PART |. DEATH WAS CAUSED BY: 1 Bless 3 ee", “i 
ZEuES IMMEDIATE CAUSE (a) SAE Gi e292 Li a A 
1S ov _ NEI. 
=3 Ess OF AZ DUE TO 
S255 j Conditions, If any, which ©) 
Be a2 ov gave rise to Immediate 
ss 322 cause (a), stating the DUE TO 
SF vuk underlying cause last, (©) 
ce g 1 & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART1(a) 19. Was AUTOFSY 
no oexy py 
25255 2 |8 YES no [] 
Be" Seo 2 i 
eo COT ee 
28555 E | 20a, ACCIDENT WAS UNDERLYING 20b. DESORIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part I or Part Il of Item 18.) 
=a hus & | OR CONTRIBUTING (1) CAUSE OF D 
ee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
par 2 fe 3 | 20c._ TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208, PLACE OF INJURY (Home, Farm.) 208. (City or town) (County) tate) 
Fe oy se 2 S Hour inte, Not Wie actory, street, office 
zo rag = p.m. at worl at wor! = = 
33222 21. | certify that (I) tote) attended the deceased from__<7— “2%, 19D to_*7 > 19.3 that (1) (ore) last 
@ eee saw the deceased alive on__“7—-Z.2_19. £3 _, and that death occurred a , from the causes and on the date stated above. 
eon Qa, 22b. DATE SIGNED 
mon = . Bu E 
2 E ATTENDING MED. STAFF ae as 
oases Ce 7— Re Cee | ee 
Zeeacsy / 22¢. PHYSICIAN'S 224. ADDRESS 
Eress NAME (Type) 
2,252 
= 2 Res SHE nt | 23b, DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
oF o6tG pec! we" = 
al ta a, : Yi Chive iW, | WT AIRY, 4p. 
& NERAL DIRECTOR ‘ADDRESS 25a, REC'D BY Ri ieee 25 GISTRAR'S QGNATURE 
ve ais (4) \\_ eg. CF UL esr MW 57 2K, Ma, APR19 i bo 
15M 4-64 = 


1 


FOR ST. 
HEALTH DEPT. 


prior to burial, cremation, or removal, and in any eve| 


z 
E 
a 
3 
8 
S 
3 
= 
= 
3 
= 
Oo 
@ 
2 
= 
2 
2 
3 
= 
= 
5 
3 
® 
8 
2 
= 
3 
2 
3 
7 
° 
& 
# 
a 
s 
S 
ca 
= 


=e 
-S 
=I 
“ 
$ 
oO 
= 
S. 
2 
i 
fe 
= 
is 
s 
a 
= 
a 
2 
S 
a 
3 
= 
a 
o 
e 
8 
a3 
3 
a 
E 
® 
2 
ef 
Ss 
3 
2 
a 
mm 
2 
Ey 
© 
, & 
aos 
La 
=o 
os 
Sw 
= 
a 
&=a 
<= 
a- ee -- 
@ 
.—s- 
oS 
ee 
© 
=-s 
(3 


5 
a 
= 
“bo. 
= 
S 
= 
S 
a: 
2 
2 
s 
= 
o 
2 
= 
Bo: 
= 
= 
2S 
3 
3S 
= 
3S 
o 
8 
2 
= 
B= 
5 
3 
8 
S 
3 
2 
2 
8 
2 
roe 


TO DEPUTY oo This certificate should be executed wil 
of Health or its designated agent, 


3500 4-64 


ee8 Es 
co aa 
ser ES 
S22 EU 
Sa 
J ag 
me 6 Se 
> @ 
Boe Nee 
Po SS 
=] ae 
Pas 2 
>°2 a 
faz = 
at > 
=e8 
eo" 
sos 
= 
52 
2S w 
c= 
ae 
of 
L248 
a 
SEs 
<2 
£ 
aco 


he 


Division of STATISTICAL 


0487s 


MARYLAND STATE DEPARTMENT OF HEALTH 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


(5342 


1, PLACE OF DEATH 
a. COUNTY 


Camel) ( atr0o. 
b. CITY OR TOWN (If outside corporate limits, 


2. USUAL RESIDENCE (Where deceased lived, Hf institution: Residence before admissi 
a, STATE b. COUNTY 


write RURAL and give nearest 


Sykesville ety 


MARYLAND Mary. land Montgomery 
c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporate Imits, write RI and Zive nearest town) 
1 day Wheaton, Maryland 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) 


d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 


11212 Grandview Ave. 


‘|___Springfield State Hospital ne—Lane- ves) no bd 
3. NAME OF First Middle Last 4. DATE Month Day ‘Your 
DECEASED OF 
CType oF int JAMES WALKER PARKER, sr DEATH April 8, 19 65 
5, SEK 6 COLOR OR RACE | 7. wannlED BE] NEVER MARRIED [_] | ®& DATE OF Bape 9. RGE (in years | UNDER 1 EAR [FUNDER 24HRS. 
Male White wipoweo [-] pivorceD[ ]| 12=11-02 yrs. eral Bealls oe | nS 


10a. USUAL OCCUPATION er kind of work done 
during most of working life, even If retired) 


Bookkeeper 


11. BIRTHPLACE (State or foreign country) 


District of Columbia 


10b, KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


U.S.A. 


13. FATHER’S HAUED bo 
JAMES W. PARKER 


Inaurance Agency 


14. MOTHER'S MAIDEN NAME 
Nellie A. Corb 


io None 


15. WAS DECEASED EVER INU.S. ARMED FORCES? 
Yes, no, or unkown) | (If yes give war or dates of service) 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 


PART |. DEATH WAS CAUSED BY; 
Yoo) "mnt case (Acute myocardial infarction Less _than day _ 
“4 DUE TO 


$79-67-83 7 Welen ¢ Parker 2109 Belvedere Blud. 
a 


STERVAL BETWEEN 
ONSET AND, DEATH 


MEDICAL CERTIFICATION 


Conditions, If any, which w Coronary artery insufficiency Months 
gave rise to Immediate 
cause (a), stating the DUE TO s 
underlying cause last. «_Coronary arteriosclerosis Years 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(@) 19. WAS AUTOPSY 
CBS assoc. with circulatory disorder other than cerebral vee 3 oO 
20a. R! 20b. CR INJUR' Cl . (Enter nature of Injury In Part I or Part i! of Item 18.) 
PRIMARY [J or CONTRIBUTING [} 
CAUSE OF DEATH. 
20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
While Not While factory, street, office bidg., etc.) 
18 at work at work 
21. | certify that | took charge of the/femains described above, held an Autopsy XK. Inspection [_], Inquiry {_], and In my opinion 
death resulte (], Suicide ([], Homicide [_], Undetermined manner [_] 


CHIEF MEDICAL EXAMINER [| 


23a. BURIAL, 
£ REMOVAL (Specify) 


ACTUAL 22. DATE SIGNED 

SIGNATUREAA ‘ Mp, ASSISTANT MEDICAL EXAMINER [_] Si, r2 Eo 

Parent DEPUTY MEDICAL EXAMINE , 

EXAMINER te ? 

NAME (Type er, M. D. fakes MMebaern he Lal d 
CREMATION.) 23. DATE THEREOF 23d. LOCATION (City, town or county) (State) 


23¢. NAME OF CEMETERY OR CREMATORY | 


65 


ne, 


e. 


pass 


Gate - Heaven, Ba, re eee 


GISTRAR | 2: Come Ms nd 
ki aaa? a al 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04879 bi CERTIFICATE OF DEATH © 


ES) 


a 

s 3 1. PLACE OF DEATH a ete 2. USUAL RESIDENCE (Where dacaasad lived, If institution: Rasidence befora admission) 

25 = Oa. C a. STATE b. COUNTY 

205 | ae eee ARBTEAND LIAR YALL CHRRC LL. 

poe b. CITY OR TOWN (if outside ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give noarast lown) 

Boo 

has RUA NEARS | Yio BREE x AeRBe 

Bs S a d. NAME OF HOSPITAL OR INSTITUTION ie not in hospi give street eddress) d. STREET ADDRESS. r . Bhar pee 

Bae 

ae 3 : 41 Wo oD fe __| ves [] no 

$3 tA it Oa Last a Be DATE : Month Day —S Year 

san 

ae (Type oF print) EDWARD USHER P) TTINGE R DEATH BER  Ret_19 

SEs 5, SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [] | 8+ DATE OF BIRTH 9. AGE (in years IF UNDER 1 YEAR| IF UNDER 24 HRS, 

D0 F last birthday) | Months] Days | Hours | Min. 
7 ” oe pivorceo [] SLEPT 24—- LEZ yrs. 


10a. USUAL OCCUPATION (Giva kind of work 10b. KID OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


done during most of WER lifa, avan if retirad) 


{a), stating tha undarlying 
causa last, (e) 


2 | EAEIIEL \Owi FARM | NaRye Ryd i S77. 

2 13, FATHER’S NAME | “14. MOTHER'S MAIDEN NAME 

2 JOHN Pir. TTIN CER _ \SORBH  WARWER ; 

§ aera ye TRSE aaa br cateror coal 16. SOCIAL SECURITY NO.| 17. INFORMANT Address VHD 

% b NONE ‘Nie opED P/TTIMGER YNIN BRPCE 

18, CAUSE OF DEATH [Entar only one causp par lina for (a), (b), and (e).] . "INTERVAL BETWEEN” =e 

2 eek Oe Connabeyed Ortosclenesi psn 
a DUE TO. 
2 Conditions, if any, whch (b) = ae 
9 gave rise to immadiata cause “5 — 
$s DUE TO 
E 


OV. | UPA L. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any @ 


— 

E 

& 

3 

€ 

= 

3 

ic 

5 

a 

2 Sar gg at age ag 

= Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(el| 19. WAS AUTOPSY 

wo 1 al 
3 hee < yes [] NO 

g iM 
es = = [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Part Il of itam 18.) 
ond & | OR CONTRIBUTING [] CAUSE OF DEATH 
os & | (1F EITHER, NOTIFY MEDICAL EXAMINER) 
Bs < 20c, TIME OF INJURY — Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Homa, ferm, | 2Df. (City or town) (County) (State) 
Ves 3 Hour a.m. Whila No! Whila factory, street, office bldg., ate.) ; 
2.8 = 19 at work al work 1 
5 go ! 
2038 21. 1 certify that (!) (this hospital) atiended the deceased from. Pay 22, that (1) (we) last 
BU saw the deceased alive on... 22 196 .. and that death occurred ae 424, ion the causes and on the date stated above. 
see ie. . 22b. DATE 
EA. m ATTENDING MED. STAFF ene 
wae C et Oa # Mop. | PHYS. a DIRECTOR [-} PHYS. a? 33/6 
sae 22c. fAN'S. 22d. ADDRESS 
8 fg o j (Type) Pa 
wea / | J Ht _CPR/COFE. WNiaon BRIDE ae nha” 
—£p3 23d. LOCATION (City, town or county) (State) 

4 
$05 


TO FUNERAL DIRECTOR; After this certificate has been signed by the attending phy: 


55 


|. BURIAL, Reon APR OY DATE THEREOF VER NAME OF CEMETERY OR CREMATORY 


YWNIAN BRIDGE fupee Md_ 


25b. REGISTRAR’S SIGNATURE 


ftorley \usdgen 


BEAVER Pag 


Se DIRE; glee tn. Pip sty p or ALM APR 2G 16S 


VR AIS ( 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04880 CERTIFICATE OF DEATH 08244 


—_ 


a2 


: EM) 
* 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where docoosed lived, If institution: Residence before edmission) 
are ere ©. STATE b. COUNTY 
g 88 . MARYLAND Virginia Fairfax 
pes b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN tb €. CITY OR TOWN (Ifreutside corporate limits, write RURAL end give neerast town) 
al ke ad write RURAL and give neeres! town} 
s 2 . 
= 3ss 22 Jis Church 2: = 
3 g 4 d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d, STREET ADDRESS a . IS RESIDENCE 
Bag ON A FARM? 
>. 2A 5 
$§4/¢\, Golden Age Guest Home. 7025 Kenfig Place ves [] NO fl 
saa 3. NAME OF First Middle tat 4, DATE Month Dey Yeor 
¢ ane Pee OF 
£ ype or print] DEATH ; 
383 “stomnc ene tise ee Wpx deckQvean_w unoer r 
vas 5. SEX 6. COLOR OR RACE|7, j,aRRIED [_] NEVER MARRIED [_]| 8- DATE OF BIRTH 9. AGE (In Yours |JF UNDERY YEAR| IF ane! 
5. last birthdey) ae ‘Deys | Hours | Min. 
f WIDOWED fr] Divorcen [] yes. 


White 


N, re (County & Stete, or foreign Zountry) 12. CITIZEN OF WHAT COUNTRY? 


c 10e. USUAL OCCUPATION ( ‘ind of work 10b. KIND OF BUSINESS OR INDUSTRY 
a done during most of working life, even if retired) 
* | 
c Teacher a Missouri __U.S.A. 
13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 


skin thas ‘ rs ‘= 5 
15. WAS DECEASED EVER IN Ae ARMED FORCES? | 16. stl .L SECURITY NO.| 17. INFORMANT ‘Address 

(Yes, no, or unkown) | (Ifyesgivewerordetesof service) 

Lae a 179-48-9823| Mr. Charles. Prince Same as # 2 


1B. CAUSE OF DEATH [Enter only one couse per line for Jp). (b), end (c).] 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e). 


43 af DUE TO 


Conditions, if eny, which (b) 
geve rise to immediete cause 
(e}, steting the underlying 
couse lest. (e) 


“INTERVAL BETWEEN 


The law requires that the death certificate be executed wi 
|, cremation, or removal, and in an 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: Alter this certificate has been signed by the attending phy. 


iS PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)) 19. PET OVS 
3 
roles || Z ves [] no 
# | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of ini Pert | or Pert II of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH ee cee eer ae 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
es a = 
% | 2c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (State) 
ray Hour ¢@.m. While Not While fectory, street, office bldg., ete.) | 
Es 19 et work ‘et work I 


2. I certify that (I) a hospital) a tended the deceased from... 


ELE... ha t0.S An rather me fs , that (1) (we) last 
oe occurred at. 22 , from SMe causes and on the def staled above, 
22b. DATE 


ATTENDIN cE STAFF SIGNED 
Mp, | PHYS. Ba ( mys. 


PHYSICIAN'S 
NAME (Type) 


Morrel 


22d. ADDRES: B 
N. Mastin Westminster, Md. .............VF 


director, page 3 should be detached for use as the burial-transit permit. Then please ret 


be filed with the State Dept. of Health prior to buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


‘23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} 
REMOVAL, (Spgcify) 
uria 5/4/65 Washing 
is TURE ADDRESS CH BY Ri R | 25R77 ST! J INATURI 
24 begs DIRECTOR'S SIGNATURE " WAT 3 B85 \ ame) 
Birnie C.M.Waltz Box 241 Sykesville, Md. DATE P, 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 neue 
(MA) 4 CERTIFICATE OF DEATH 05345 


Reg. Dist. No. 


oll 


+ oa 

& 3 oe a8 garnet pears ¢ 2 ee L RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

3 j 2 * ON CAA CL 

es 

a. Copa MARYLAND | “TV er, nee 2. 

aaa b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside;corporote limits, write RURAL ond give nearest town) 

8 5 RURAL and give nearedt town) od 

ere ; ‘ ng att a 

2 = dé NAME HOSPITAL (If nat in haspitat, give street address) d. STREET ADDRESS e, tS RESIDENCE 

o = OR INSTITUTION t ON A FARM? 

¢ = xX ves (] No EE 

a 3. NAME OF First Middle Lost 4, DATE Month Day Year 


(Type or print) u Pol fu 4@e ee, DEATH Ah eh 


Eeuah, 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH In years 


9. AGE | 
Wits. wivowe [}-—~ oivorceo [] mM Le ag _I§S§ if. legit cedoy) 
10a. USUAL OCCUPATION n 


yes. 
U ive kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY IRTHPLACE {Stote or foreign country)’ 
during most af working life, even if retired) {a 


14. MOTHER'S MAIDEN NAME 
MAry [fare 


Ve Ma 
IF UNDER 1 YEAR! tf UNDER 24 HRS. 
Hours Min. 


12. CITIZEN OF WHAT COUNTRY? 


Ws 4- 


13. FATHER'S NAME 


le es baa 


15. WAS DECEASED EVER IN J. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | INFORMANT Address 


wets Tarte dei Cth wt Aa chester, 4d. 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: Se ee aia Ad: c tales tenly 
. IMMEDIATE CAUSE we UV “a 4 
| 


18, CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c).} 
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ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 
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= * a7 
Es Fag | DUE TO 
3 
par Conditions. if ony, which (oy [Qrtep7e 
Eo gove rise to immediate 
ge couse (0), stofing the under- ( DUE TO 
Pe) lying couse last. 
cee ise pe Red {c). 
oe5° a Parr fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Rebee-s ie] PERFORMED? 
£333 rls yes] No 
a595 O1S oO 7 
2535 & | 200. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I ar Part Il of item 18.) 
Soe & | OR CONTRIBUTING L) CAUSE OF DEATH 
e226 © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
3585 & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stote) 
sles a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
mee tees g p.m. 19 Jat wark [] ot work [] i 
ayes ‘ 
235— Di i.cottifyinonllaneadadiine deceased fram/v@ene a ee WSL, tof FE f2 tat. LE, 19S that | last sow the deceased 
oo “ — 
Fa Pace alive on._A/ QZ. 196.5 ___, ond that death occurred at// /7___M, from the causes and an the date stated abave. 
a OB_a ADDRESS (Street, city or town, stote! DATE NED 
Tae ACTUAL { A t ui ¢ = = 
@::: SIGNATURE rig no, ..£_ AVA C S* et carr £ Pe me, Z. ay 
fovea 
zee35 PHYSICIAN'S. % 
22325 | |_ [Ration He FoA td MD MAwch ste a LS ccccccssmsen 
aS 3 g 2 Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Ne. CEMETERY OR GREMATO! Tid. LOCATION {City, town, or caunty) 
2395 MOVAL (Specit — l= S 
ose 
me DRA DIRECTOR'S SIGNATURE ‘ADDRESS, f Qa. REC'D BY REGISTRAR 


1a 9738 a R19 1965 


poterks IATURE 
3 @ x 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Q 
CERTIFICATE OF DEATH (5346 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before adm 
Lo etaabil a. STATE b. COUNTY 
Carroll MARYLAND Maryland Baltimore City 
b. CITY OR TOWN (If outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) - 
Sykesville 2yrs. 3mos.17days Baltimore = Mae sk 
d. NAME OF HDSPITAL DR INSTITUTIDN (if not In hospital, give street address) || d. STREET ADDRESS 8. ae 
Springfield State Hospital 237 Ballou Court yes] no 
3. Be ES First Middle Last 4. ee Month Day Year 
(Type or print) . MINNIE , ..¢ HESS RISIK DEATH = April 20 1965 
5. SEX 6. CDLDR OR RACE] 7, MARRIED (CT NE NEVER MARRIED[]| & DATE DF BIRTH 9. AGE (In years | [FUNDER YEARIF UNDER 24HRS, 
i | last birthday) (onths | Days | Hours | Min. 
Female White wippwed K] pivorceD[-]| 5-13-1888 76 _ ys. | 
10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS DR IL BIRTHPLACE (County & State, or foreiyn country) | 12. CITIZEN OF WHAT 
during most of working Iife, even If retired) INDUSTRY CDUNTRY? 
Housewife = Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Hess Suzannah Frederick 
15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No (none) _ Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and {c).] ERA BEATA 
PART |. DEATH WAS CAUSED BY: i 
- IMMEDIATE CAUSE (a). Heart failure imites 
Lf} P\ 5 
TIO X DUE TO 


Conditions, if any, which oT Mitral heart stenosis and coronary insufficiency years 
gave rise to Immediate 


cause (a), stating the DUE TD 


underlying cause last, (0). 
FS PART i. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING TD DEATH BUTNDT RELATED TD THE TERMINAL DISEASECDNDITION GIVEN INPART 1(a) |19. Cae 
2 Sa Sn EE) 
< . 2 2 . " 
S|CBS associated with cerebral arteriosclerosis and_behavio: Vege 
= | 20a. ACCIDENT WAS UNDERLYING a) 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part I or Part Il of Item 18.) 
& | DR CDNTRIBUTING [] CAUSE DF D: TH 
© | (IF EITHER, NDTI IEDICAL EXAMINER) 
3 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20¢. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
= Hour while Not While factory, street, office bl 
a 
= p.m. at work at work oO 


21. | certify that-t# (this hospital) attended the decegsed from_ianuary 3, gia, amet 20 1965., that H-(we) last 
saw the deceased alive n_ADril 20 19 65 , and that death occurred a®2 rem the causes and on the date stated above. 


| 22b. DATE SIGNED 


228. SIGNATURE 
\ Ky ATTENDING MED. STAFF 
Dy tan nn mp. PHys. [XI pirector (] pays. Cll April. 20, 1965 


22c. PHYSICIAN’S ls ADDRESS 


Name (Ope) Tlse Kamm, M.D. Sykesville, Maryland 


Page 4 may be retained by the hospitat or attending physician. 


TO FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, page 


VR A15 (4) 
15M 4-64 


should be filed with the State Dept. of Health prior to bur: 


e 


25a. BURIAL fea" 23b. DATE THEREDF 23¢. NAME DF CEMETERY DR CREMATDRY is LOCATION (Clty, town or county) Gtate) 
a Apr 23 1965 _ | Mt Olivet Cemete Frederick Roed Md 
24. FUNERAL DIRECTOR ‘ADDRESS 


a APR 23 19 Z jor ys 


The Dippel Brothers 1800 E lomberd Street 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
M Oivision of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STA 


04883 -__ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 08347 


1. PLACE DF DEATR 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


8. COUNTY 7 Z a. STATE b. COUNTY 
Cell i MARYLAND iacal Cx 


b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b |! c. CITY_OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


fxs a and glye nearest town) Zl Le We 2 Sew Z, Doe’ 


d. NAME DF HOSPITAL OR INSTITUTIDN (if not In hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
Geel! VE) as Yo aS A oa pref” eeu 
I. Siscicco First Middle Last 4 ae ia Day Year 
awpeor pny ASALIAW SCOTT eh BAUGH | peat Cheer” Ze wEes 
6. COLOR OR RACE | 7, MARRIED [] NEVER al 8. DATE OF BIRTH 9. AGE (in years tanto | 


5, SEX iF UNDER 24 HRS. 
Wipele le wipoweo [7] pwvorceo[]|Wee /F 1989 o ug | sls. = 


1Da. USUAL OCCUPATION (Give kind of work done | 1Db. KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 32, CITIZEN DF WHAT 
during most of working life, even If retired) R COUNTRY? 


13, Ba ee bee. 14. 2 se NAME 
aod 6, ter Mee coredtiv.. Vert ~— 


15. WAS DECEASED EVER IN4.S. ARMED FORCES? | 16. SOCIALSECURSTY NO. | 27. INFORMANT Address 


(Yes, no, or unkown) | (If yes dive war or dates of service) 
| CLL 6. (Chelona felon ol EY 
18. CAUSE OF DEATH [Enter only one cause line for (a), (b), and (c).7 = INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ( y Y) sabia Si) 
IMMEDIATE CAUSE (0) 


TI DUE TO 


Conditions, If eny, which ). 
gave rise to Immediate 

cause (@), stating the ( OVE TO 
underlying cause last. (c). 


PART I. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TD THE TERMINAL DISEASE CONDITION GIVEN INPART (a) 29. ue AUTOPSY 


ERFORMED? 
205, EXTERNAL CAUSE AS 20b. DESCRIBE HOW INJURY OCOURRED. (Enter nature pb Injury In Part | or,Part IV of Item 18.) 

or (/ 
CAUSE OFBEATH. 4 3 te Cre 


ves [] no Dd? 
20e. TIME OF INJURY Month, Dey, Yeer | 20d. TNIURY OCCURRED |20e. PLAGE Or INJURY (Home, farm my (County) (State) 
H a 


ictory, Street, office bidg., etc.) 
While -— Not While ; d Caincll 
ZO wh at work] at work he 


‘took charge of the remains described above, held an Autopsy [_], Inspection [ixJ, Inquiry [_], and in my opinion 


death resulted from: cident x Suicide [[], Homicide [_], Undetermined manner [_] 
’ ) CHIEF MEDICAL EXAMINER [_] 
ACTUAL 


22. DATE SIGNED 

SAR (p, ASSISTANT MEDICAL EXAMINER ["] a 
LY) IAL EXAMINE if 

— BNE few 

Ml 1) ‘es! i 1 tOwnY 


23a, a " 23b, PATE THEREOF 23c. NAME OF CEMETERY OR-CREMATORY 23d. LOCATION (City, town or county) 


Ee pos 2k 19a OU Leoe E WWF (oo by 


FUNERAL DRESS. 25a, REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


(KeflAn __$Fn (Cowl ___ oe PROB NWS Chorley Yoeage, 


ss 
= 
= 
a 


essary, 


funeral 


. Page 5 may be 


~< 


and 3 to the 
h the State Department 


in 72 hours after death. 


»2, 


Examiner's Office along with form PM3. 
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it permit. File pages 1 a 


of Health or its designated agent, prior to burial, cremation, or removal, and in any ev 


F 


we 3 should be used as a burial-trans 


HINER: Thi 
MEDICAL CERTIFICATION 


Paj 


director. Page 4 should be forwarded to the Chief Medical 


retained for your files. 


Please execute the certificate, 
TO FUNERAL DIRECTOR: 


TO DEPUTY MI 


24 hours after death. 


in 


TO HOSPITAL OR ATTENDING PHYSICIAN 


The law requires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


MARYLAND STATE DEPARTMENT OF HEALTH 


fn on DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
¥ 
may 04884 CERTIFICATE OF DEATH S248 
sz oe 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
505 a. COUNTY 
tS aiige a, STATE b, COUNTY Ca ll 
Zoe Carroll MARYLAND Maryland arro 
ea b. CITY OR TOWN (if outside coi pores limits, c. LENGTH OF STAY IN 1b || c. ciy OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
= ee ai. EE and give nearest town) 2% 
ie Westmins 2 days Westminster 
Cie r . 1S RESIDENCE 
= an J d. NAME OF HOSPITAL OR INSTITUTION (If not In ee give street address) fis STREET ADDRESS 8. GN FARM? 
Sas €8| carroll County General Hospital 62 Bond Street ves] no 
> 
Sse 3. NAME OF First Middie Last 4. DATE Month Day Year 
Sa DECEASED OF F 
prs (Type or print) HELENE JOSEPHINE RUNK DEATH April ie 165 
5 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24 HRS. 
é 1 ea, 7, MARRIED [_} NEVER MARRIED [_] dist mP |Months | Days | Hours | Min. 
had emate ware WIDOWED FX} pivorcen[]| Dec. 1, 1880 
= 102. USUAL OCCUPATION {give kind of work done) 10B. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign emery) 12. CITIZEN OF WHAT 
2s during most of working Ilfe, even If retired) INDUSTRY i COUNTRY? 
a5 housewife Westminster, Carroll, }id. Ves rk. 
S 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ze Charles E. Lauver Belle Drach 
= 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Ss (Yes, no, or unkown) | (Ifyes give war or dates of service) same 
ry Mrs. John C. Dahlgreen 
Ss — 
e+ 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
5 PART |. DEATH WAS CAUSED BY: (An»n = GBSETANDICEN 
5 IMMEDIATE CAUSE (2). tp 


YU ¢ DUE To 3 
Conditions, ft any, which (b). Pe fin F te 


gave rise to Immediate 


cause (a), stating the DUE TO 4 =, L . 
underlying cause last. (c) VET La Ow MAAS Ape 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. be a 


i ge FEN POD Khar Kt Grete ves] NO [=p 
20a, ACCIDENT WAS UNOERLVING FT] 20, OESORIBE HOW INJURY OCCURRED. (Enfor nature oF Injury In Part I or Park IT of Hem 18) 


OR CONTRIBUTING [7 CAUSE OF 
(IF EITHER, NOTI: EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at workL_] at work (1 


21. | certify that (1) {this hospital) attended the deceased from. fa (0,19 65, to PAH, 19 6 that (I) (we) last 
saw the deceased alive ona S19 Sand that death occurred at_2 “4°M, from the causes and on the date stated above. 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


should be detached for use as the burial-transit permit. Then 


should be filed with the State Dept. of Health prior to burial 


oy 22a. SIGNA 7 22b. , DATE SIGNED 
STAFF 
& i eS Karsh mo. PHYS NS Bikgcror C] pays C0 U vos” 
= 22c. PHYS [AN’S ae ADDRESS 
gS | MANE CP) Joti S, Hacs HEY, Md. | 
3 = 
= 23a. REMOVAL ea 23b. DATE THEREOF 23c. NAME wie GE CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ua peclfy) 
burial 4/14/65 i ew Cemetery Finksburg, RD.,Maryland 
it SEND. Soe £ Z ‘ADDR 5a. REC’D BY REGISTRAR aoe e REGI TRAR’S SIGN. sede 
VR 5 «) ¢ poate perm lowe APR 14 1965 Piiol, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (8344 


\ 


DEATH of a xO Wiese 


IF Ur 


tenon Chale, Fredrick Seans. 


8. DATE OF BIRTH 


]9. AGE (In years | “IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE 


M vy 


Wa. USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retired) 


FRRming | Owned Farm, 


13. FATHER'S NAME 


Fredrick Cinta 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


[Yes, no, or unkown) | (Ifyesgivewarordetesofservice) 
“18. CAUSE OF DEATH TEnter only one cau: x for (e), (b), end (c).] 
PART I. DEATH WAS CAUSED BY: Atte rue cher, 
IMMEDIATE CAUSE (a). ac 


sate if ath a i oe (etek aay 52 aa 5a 7H 


ge" ise to immediete cause 
(e), steting the underlying f° CUETO 
cause lest. (e) | 


7. MARRIED [EY NEVER MARRIED [_} 


ATTENDING PHYSICIAN: The law requires that the death cer cate be execut 


y be retained by the hospital or attending physician. 


last birthday) 


. = “- 
2 2 iF ead DEATH 2. USUAL RESIDENCE (Where deceesed bived, If institution: Residence before edmission) 
2 oe a. STATE b. COUNTY 
5 20 Car Rokk MARYLAND Md. Caroll, — 
£2 5 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN (Hf outside corporate limits, write RURAL end give nearest town) 
— = 5. write RURAL end give nearest town) A 
lei 3 auch estes Aa 2 21 days! Hampstead, maeyiand, £2 an 
€ Ben d. NAME OF HOSPITAL OR INSTITUTION [if not In idl ye street eddress) d. STREEY ADDRESS IS RESIDENGE 
> 3 +6 ONG Brew Nursivo pime A 26V-M mind} Black Roel Pd. ves [] NO fet 
: ‘s f Lh “NA ~ Middle Ls! ~—~*«| «4. DATE. Month Day Year 
2on 
Boe 
8se 
ais 


sn 
Th 


apie] Days | Hours Min, 
wipoweD [] _bivorceo [] Fl on. 


MW, 18 $3 
1Db. KIND OF BUSINESS OR INDUSTRY | 11. con vuna: (County & Stete, or foreign country} | 12, CITIZEN OF WHAT COUNTRY? 


Bia yasee Co. md, Y SA 


14. MOTHER'S MAIDEN NAME 


Sus AW mull evdeg 


ician ani 


17. INFORMANT Address 


j_ Florewee As pks: oe Hnenpstead, qa 


INTERVAL BETWEEN 
Cet C. ONSET AND DEATH 


19. WAS AUTOPSY 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 6UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) ASA r 
a, 5 ves [] NO [eq 

= [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert f or Pert Il of item 1B.) - 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

< 20¢, TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, ° 2DF. (City or town) (County) (Stete) 

a Hour ¢.m. While ___Not While factory, stree!, office bldg., ete.) | 

2 19 el work [ ] et work [_] | 


. | certify + i: BED casusteden La es ts. (we) last 
, from the causes and on the date stated above, 
22b, DATE 


‘CTOR: After this certificate has been signed by the attending physi 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any, 


RE 


saw the decease: 
a; an i a ATTENDING AFF SIGNED, 
2 A Bd mo. | PHYS. wo CiRECTOR QO avs, iat 4/2 b 5 
nee )| [22 PHYSICIAN'S Tad. ADDRESS 
aa f NAME (Type) 
Boe 2. eee EE ee 
gee 23e. BURIAL, CREMATION, a ‘ATE THEREOF 23. NAME OF CEMEJERY OR ta 4 Sige} 
OVAL (Specity} = 
0% O “path a Tae, ett te? 
ons IERAL DIRECTOR'S SIGNATURE { Vy, 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
= 4 ke, " ’ 
we A efter eats pte ca\PR 2 2. 196E yomea neg 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) 


24 Fi RAL es. it Pek k SIGNATURE ADDRESS 
20M $-63 ee BS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04886 CERTIFICATE OF DEATH 08350 


s ue Peas Are DEATH é 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
 F CP OU ETc YD RYLAND" CA RRGLL 

= z 3 b. CH Ok RTT Fe c. LENGTH OF STAY IN 1b «. CITY OR TOWN (If eulside corporate limits, write RURAL end give nearest town) 
258 Ni O YEAR? WESTMINSTEIL 

3 a s d. NAME OF HOSPITAL & ZL AT, (if E in| A ive street YE d. STREET ADDRESS P é .. is uesinece 
Peele so) UM n hie eels Uy, OW <7. |e 
3 Bn oF [Spee First ~ Middle ~ Last 4 DATE _Menth ~ Day Year 
AS | RE BESCIE FLiZAGETH S)MS | tem APRIL 20 poe" 


- E l 
5. SEX 6, COLOR OR RACE|7, mARRIED [EPNEVER MARRIED [] | 8 DATE OF BIRTH C * nda iF TEDERIFAN iF UNDER TALS 
Aa Months) Days | Hours in 
wee Fe MALE € OLORF; wiooweD [_] vor }| DEC | bSail Scie | 
ges ¥Oe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Counly & im orf as 12, CITIZEN OF WHAT COUNTRY? 
$36 done sure a of ee life, Wd if retired) 
BEE ESTIC 7 “Wel K CARROLL — MARYA D USA, 
Bot 13. sie 3 tik 14. MOTHER’S MAIDEN NAME 
207 
co et 
fe | Willian HE Ney bimgws| ELI\ZA BELL 
Sgz- Te WAS nese Es IN U.S. ARMED ee 16. SOCIAL SECURITY NO.) 17, INFORMANT Aadnay erat Ne Gi 
goa ‘es, no, or unkown) | (IFyes give werordetesofservice] 
Ait a HR WALTER SIA 
2 2 v° y YS WIE iG T 
ee -- a ———_ = Le? 
s ae § 18, CAUSE OF DEATH [Enier only one cause per line for (e), (b), end (c).] reel pssst 
BOS PART I. DEATH WAS CAUSED BY. 4 I Sen QP ) 
gz ks somiteasteatn “FT ERRATO“CARCINGMA OVARY "ZVER a 
S528 / ‘ DUE TO $ 
O° 60 
cre Conditions, if any, whieh (b) 
B33 5 gave rise to i on ae EG : “7? a =. ere a 7 
ae (a), 
Seo s cause lest, | 
os aS (el. 
5 oie a Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)/ 19. WAS AUTOPSY 
£882 2 a jb: te i 
Sees fal yes [] no [J 
2575 & |20e. ACCIDENT WAS UNDERLYING [] | 20. DESCRIBE HOW INJURY OCCURRED, (Enter nalure of injury in Part | or Part Il of item 18.) ; 
FR | & ] oR CONTRIBUTING [] CAUSE OF DEATH 
£25 & | (iF eITHER, NOTIFY MEDICAL EXAMINER) 
Bs2s < | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stete) 
FGxr uv { 
B= BS I Sur Senn While Not While factory, street, office bldg., etc.) 
2 ae : Z ae 9 et work [_] at work [_] 
Hy 2 
2ORs 21. I certify that (I) (this SO VT attended the eg from. LD ssseseen a> to. 47. RS bere that (I) (we) last 
BYse saw the deceased alive on = 19 bs. , and that death ieee cd af. , Spom fio causes and on the date stated above. 
Hes dy iSO 
ano 22e, SIGNATURE, ee 22b. DATE 
a ) = ATTENDING y 
* ae FOAL (1h, LE mop, | PHYS. Dikecror [] pus. oO oe y) z il 
sage 7c. PHYSICIAN'S 22d, ADDRESS i 
ee So NAM Z v7) 
“Bey | DOWEL £ WE L Baal Bl ES 2 JAS TELL IARVLAND. 
<p ge 33a, BURIAL, CREMATION, aS sy es 23¢, E OF CEMETERY eae CREMAT, a Oey 
3 ore L. (Specify) 
Souk 
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TO HOSPITAL OR ATTENDING PHYSICIAN e tha 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the buri 


should be filed with the State Dept. of Health prior to burial, 


VR A15 (4) 
15M 4-64 


4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04887 CERTIFICATE OF DEATH US35] 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ba ts a, STATE b. COUNTY F 


Carroll MARYLAND. 


b. CITY DR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b 
write RURAL and give nearest town) 


Maryland Baltimore City aoe, 
c. CITY OR TDWN (If outside corporate IImits, write RURAL and give néarest town) 


a 


Ss sve sville ‘ B 
NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 


Springfield State Hospital No fixed address yes {_]_ nox] 


3, NAME DF First Last 4. DATE Month Dai Year 
BeeEiceD Middle y 


OF 
(Type or print) HERBERT NMN SMITH DEATH 4 19 
5. SEX 5. COLDR DR RACE | 7, marRiED [-] oat ia 8. DATE OF BIRTH 9. AGE (in years tadoertvem FUNDER 24 HRS, 
asi Months] Days | Hours | Min. 
Male White WIDOWED [7] pivorceD[-]| Unk. 9? yrs. | 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Sailor Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Unk. Unk. 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) es war or dates of service) 
No None Records, Springfield State 
18. CAUSE OF DEATH [Enter only one cause per line foi }, and (c).. INTERVAL BETWEEN 
PART |. DEATH WAS Sih BY: iH 4 sity = ay Mca lal li 
IMMEDIATE CAUSE (a)_V&arCinomatosis of abdomen Months 
(72. & DUE TO 
Conditions, If any, which () 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©) 


3 PART IT. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CDNDITION GIVEN INPART l(a) | 19. Ee ae es 
= eee 

gPchigophreni¢ reaction, catatonic type. Far advanced pulmonary 902-2 | ves aa No §c] 
= 20a, ACCIDENT WAS UNDEI 20b" DESC: RY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

f | DR CONTRIBUTING [(} CAUSE OF 4 TH 

© | (IF EITHER, NOTI IEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 
8 Hour a.m. While Not While factory, street, office bldg., etc.) 

= at work at work 


a1. 1 Certify that (I) (this 


ie attended the deceased fro1 
saw the deceased alive on. 15-6 19_____, and that death occurred a 
22a. SIGNATURE 


Julian 


22c. PHYSICIAN'S 
NAME (Type) 


, 19___, that (I) (we) last 


ftom the causes and on the date stated above. 
22b. DATE SIGNED 


Me Dem BAR" Baron OSA tal 1sn25-55 
Ditbs Rietyea— 220. ADDRESSSpringfield State Hospital 
Sykesville, Maryland 
2 SORE TY] FORTE WEREOF i ME OF CEMETERY OR GREMATORY 
(ee owes. J Wed. red Sa beoet 


23d, LOCA) ed i (City, town or vet (State) 
irri 4 


24, FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRARS SanTTE 


We Clan tty Wel. | ow APR 22 IBS) YCorleg Yuecgee 


and 3 to the funeral 
PM3, Page 5 may be 
ith the State Department 


ithin 72 hours after death. 


iin 24 hours after death. If any oe 


* MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


D4Z8R8 MEDICAL EXAMINER’S CERTIFICATE OF DEATH US352 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssiqn) 
a. COUNTY a. STATE b. COUNTY vA 
Carroll MARYLAND jlaryland Baltimore City 
b. CITY DR TOWN (If outside corporate limits, c. LENGTH DF STAY IN 1b |’ c, CITY DR TOWN (If outside corporate limits, write RURAL and give neerést town) 

write RURAL end give nearest town) 
Sykesville somos» Baltimore Zool. $ 


d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. eet 3 


Springfield State Hospital 931 S. Ellwood Ave. ves] no Gd 
3. pe ee First Middle Last 4. pg Month Day Year 
(ype or print) JOSEPHINE LOLLY SOROKA | DEATH April 27 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED fg] | & DATE OF BIRTH 3. AGE [i Years [IF UNDER YEARIIF UNDER 26HRS, 
Seaale White itowen oO pivorced [7] 12-3-23 7 mens Deys | Hours | Min. 


1Da, USUAL OCCUPATIDN (Give kind of work done| 10b. KiND OF BUSINESS OR 1i. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


encil in item 18. Give Pages 1, 2, 


be executed with 


INER: This certificate should 


please execute the certificate, writing the word “pending” in p 


east 


director. Page 4 should be forwarded to the Chief Medical Examiner's Office along 
of Health or its designated agent, prior to burial, cremation, or removal, and in any event wi 


retained for your files. 
JO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permit. File pages 1 


TO DEPUTY MI 


Cafeteria Worker Pennsylvania See 
13. FATHER'S NAME 14. MOTHER'S: Papen HAE Us 
John Soroka Anna Vlaszkeiwicz 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYNO, | i7. INFORMANT Address 
(Yes, no, or unkown) pve eee 
No 376-20-h59 | Records, Springfield S a. 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] Ua ae al 
PART |. DEATH WAS fit tmust @) Heart failure due to rheumatic or mitral Years 
“4h /oX puero heart disease 
Conditions, If any, which {b) 


gave risa to immediate 
cause (a), steting the ( OVE TO 
underlying cause last. te) 


& | PARTI. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART i(a) |19. WAS AUTOPSY 
=| Mental deficiency ~ undifferentiated. vs B10 TJ 
S 
= 20a. EXTERNAL CAUSE WAS 20b. OESCRIBE HOW INJURY OCCURRED, (Enter nuture Of Injury In Part | or Part II of Item 18.) 
& | PRIMARY [| or CONTRIBUTING C] 
| CAUSE OF DEATH. 
% | 20c. TIME OF INJURY Month, Osy, Year | 20d. INJURY OCCURRED /20e. PLACE OF INJURY (Home 20f. (Clty or town) County) Gtate) 
= Hour While Not While factory, street, office bldg. 
3 ot work [_] at work 

21. I certify that | took charge of the remains deseribed above, held an Autopsy i, inspection [_], Inquiry {_}, and in my opinipn 


death resulted from: 


ACTUAL 
SIGNATUR| 


EXAMINER'S 
NAME (Type) 


Natural-eeuses ft] idént [[], Suicide [7], Homicide [7], Undetermined manner [_] 

 (iagle 3 ; CHEF MEOICAL EXAMINER [—] 

(ab ~7 ASSISTANT MEOICAL EXAMINER 22, DATE oe 

: : a e ; ye von EXAMINER Ps | ae % 
if ress ted titert, Leal) 

236.” BURIAL, CREMATION, 230. “DATE THEREO 


vs = 
3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
BR moval pecity) 


(DATE 


a. Non TRECTOR S58EES ry qrinity Comatose ian i Praal 
iy MW Ie tw 2 Inia: kW indo? i 
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ithin 72 hours after deat! 


aletely 
bon 


C) 


= 
55 
ae 
ed 
tS 
2s 
ef 
22 
eS 
= 
eS 
eo 
8s 
os 
ae 
26 
z 
2s 
oe 
aol 
a 
5 
BB 
og 
22 
6: 
v2 
by 
o 
2 
wai 
= 2 
2= 
oe) 
2s 
$a 
82 
oa 
Se 
og 
2s 
rag) 
Ze 
oe 
2 
oe 
os 
oc 
23 
se 
se 
23 
Ps 
32 
S. 
23 
33 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04885 CERTIFICATE OF DEATH 8353 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


PLAGE OF | ma 
ze a, STATE b. COUNTY 
ARRol ! MARYLAND Med. 


b. CITY OR TOWN {if outside perparete limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town} 
JRAL and give nearest town) 


ak) ~ Scleecy, Vie. 


d. NAME OF HOSPITAL OR INSTITVTION (If not In hospital, give street address) || d. STREET ADDRESS Rk e Bare 
on c ; 


2 Cather Rond GA i Tiee_ ves[]_nofA 


Month Day Year 


. NAME DF , First om tast 4. 
ee my Wil {aes Stevenson |" tam A fr: | 196 5° 
7, MARRIED KY NEVER 


5. SEX 6. COLOR OR liam RIED [_] 8, DATE OF BIRTH 9 Ber a Rie Ent IF UNDER 24 HRS. 


NM ple Whi wipowen ivorcen [] Aw. j2 /¥9 vA bir at “eal Days | Hours | Min, 


10a. USUAL OCCUPATION (Give ina ofworkdone| 10b. KIND OF BUSINESS OR | BIRTH CE (County & State, or LS country) | 12. green OF WHAT 


Rei most of ae i Pia ari retired) MURS ng Ya, . Cl was 


1 


13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


~Tetky Stevenson Atte Swett 


15. WAS DECEASE( EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. INFDRMANT Address 


(Yes, no, or unkown YA i eal AN- -H Le 7 vie Eur Sie he slut - Sykesur {ke Mel 


18. CAUSE OF DEATH [ 1 W ony one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . ; CREE 
ve IMMEDIATE CAUSE (2) scle Heart Disease 
100 
DUE To 
Cenditions, If any, which 2 diac failure 
gave rise to Immediate 
cause (a), stating the ( DUE 6 
underlying cause last. (c) scene ined $ 
PARTI. Sila Seaincareconarionstentieceer ace GUTNOT RELATED TO THE TERMINACDISER D RINPARTI@) [19. WAS AUTOPSY 


yes [1] No 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part If of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 
While na While 
work O 


at work 


MEDICAL CERTIFICATION 


19_65_, that (I) (we) last 


5_65_, and that death occurred at_2_“*M, 4 the causes and on the date stated above. 
22a. SIGNATPRE Be 22b. DATE SIGNED 


7 mo. Sav? Be] Binecror C1] pave. [| 4=9-65 
We, P 226. ADDRESS 
(ee) Sloward B.. Hadeiy M. Ds | Sykesville, Maryland _ 


23a, BURIAL, CREMATION, 4 DATE THEREOF 23¢, NAME OF CEMETERWOR-GREMATORY ay COGATION (City, town or county) tate) 
EMOVAL (Soeclfy) ~ 0-65 The / y) / sf i 
24, FUNERAL oe ‘ADDRESS 25a. amb BY REGISTRAR | 25 TS SIGNATURE 
Miewtlh, Tit - _\ APR 12 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04890 rea GERTIFICATE OF DEATH, a 8354 


. PLACE DF DEATH a 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlsston) 


a. CDUNTY 
a. STATE 7) b. COUNTY 
tebe = MARYLAND Ui lenydand. bakXtinone v 
b. CITY DR TOWN (if outSide corporate limits, c. LENGTH DF STAY IN db || c. CITY DR be (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


Woodbine che. VL lle, Nery. é i - ob 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ae a 2. IS is RESIDENCE 


Golden Age Guest Home 373 Sherwood Ro vet no [ad 
» NAME OF i 7 8 Last |" pals Mol Day Year— 
DECEASED sp) L346 
(Type or print) i Beam 
. SEX B TR ARAIED | fe DATE OF BIRTH (in years erees 


e bin day) Months | Days | Hours | Min. 
‘wiooweD F) pivorceof Yf une 26, f : 81 8G ile 


1Da. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR “in, BIRTHPLACE chy & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY U ? 


‘ j 
romemnaen. Tome Manydand Cot 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Samuel Tracey Many Aones 


15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, No, or unkown) | (If yes give war or dates of service) 


no none nwo E ani ne 
18. GAUSE DF DEATH [Enter only one cause per line for (aj/(b), and (c).] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: a Poe OES ees! 
_ IMMEDIATE CAUSE (a). —————————— 
j oe pee 
ZZ LY 


~] 


2 hours after dea 


bon papers. Pages 1 and 


within 7; 


ransit permit. Then please remg 
cremation, or removal, and in a S; 


Lye 

te DUE 1D 
Conditions, If any, which ) 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. tc) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) kL Was AIDE RY 


ves [_] No [} 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CDNTRIBUTING (7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While — Not While factory, street, office bldg., etc.) 
19 lat work] at work 


21. | certify that (I) (this to 1 that (I) (we) last 
saw the deceased alive D1 TM, from the Causes and on the date stated above. 


22. DATE SIGNED 
ATTENDING MED. STAFF 
pays. [_]__birector [] Pays. [J 
22d. ADDRESS 


MEDICAL CERTIFICATION 
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director, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to burial 
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23a. EMV Ee betyre 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
pecity) 


24, Heated DIRECTOR T ADDRESS 


va ns aN ohn Burns ‘ai Towson 4, flaryland 


20M 1/65 


ETT 


MAR 


¥, 


ER BUSINESS FORMS, INC.. BALTIMORE, MO. 2¥201 


YLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


during most of working life, even If retired) 


Ma} e Col ered WIDDWED [~] 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS DR 
INDUSTRY 


¢ -_ 
me. = 04897 __ CERTIFICATE OF DEATH 08355 
j 228 PX. PLAGE OF DEATH i SOAL WESIDENGE (Where deceased lived, 1¥ institution: Residence before admissién) 
oe gen Carroll Co a. STATE b. COUNTY 
27s r: . MARYLAND Maryland 
Soa b. CITY OR TOWN (if outside cor, iperate, limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
BE 2 write RURAL and give nearest town’ 2) o / 
£3 Sykesvi lie Bykesvilde Baltimore ~ 
¢ a. NAME OF HOSPITAL DR INSTITUTION (if not in hospital, give street address) |) d. STREET Al @. 15 RESIDENCE 
BSN (i pital, gl reet address) STR RES. Paw. Barre St. aE ee 
eas Rehoboth Nursing Home Bb ves) nol 
Sse 3. NAME OF First Middle Last 4. DATE Month Day Year 
$32 DECEASED ee s i1 8 
e8e (Type oF print) 5 TUNSTALL DEATH pr 195 
See 5. SEX 6. COLOR DR RACE | 7, MARRIED [] NEVER MARRIED [oq | 8 DATE DF BIRTH 3. AGE (in years [IF UNDER J YEAR IF UNDER 24 HRS, 
=f go a Months} Days | Hours | Min. 
S vivorceo[}| March 25,1895 


1, BIRTHPLACE (County & State, or foreign anes 12. CITIZEN DF WHAT 
COUNTRY? 


(Yes, no, or unkown) 
Yes 


(If yes give war or dates of service) 


War I 


Laborer Omaha Nebraska S.A. 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 

Unknown Tnknown 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


|| 18. CAUSE OF OEATH [Enter only one cause per i 


ene £ 


Rehoboth Nursing Home, Sykesyill, Mi. 
for (@), (B), and (0).1 


ae 


DNSET,AND DEATH 


4 


l-transit permit. Then pl 


‘‘ x 


burial, cremation, or removal, a 


INTERVAL BETWEEN 
ne, ; =a 
Heer PA ce ‘ie a f 


The law requires that the death certificate be executed within 24 hours after death. 


21. I certify that (I) ( 
saw the deceased alive 


is hospital) att 


DUE TD ie 

Ccnditions, If ays which He yep 2 eZ = Ri 

gave rise to immediate ©) Neb ma a Pea 

cause (a), stating the ( DUE TD 

underlying cause last. (co) 
& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTINC TO DEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |19. Was LP ad 
= ee 
s YEs io no [} 

“4 = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of Injury In Part 1 or Part I! of Item 18.) 

& | OR CDNTRIBUTINC (] CAUSE DF DI 
G | (IF EITHER, NDTIFY MEDICAL EXAMINER) 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. While ove Whit er factory, street, office bidg., etc 
= at work} at work 


3 oe 1966 to , 19. £2 that (1) (we) last 
ete, from the causes and on the date stated above. 


22a, SIGNATURE 


6 )Bradsks i) Hig 5O 1 


22c. PHYSICIAN'S 


NAME (Type) sy 


Ju od? 


led the ares 
and that death hau ai 
Ee 


ATTENDING MED. STAFF 
pHys. _[] _birecTor [1] Puys. 
ea mee. 


23a, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physj 


director, page 3 should be detached for use as the bu 


should be filed with the State Dept. of Health prior to 


REMOVAL (Specify) 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


BURIAL, Een | 23b. DATE THEREOF 


/-) 24. FUNERAL DIRECTOR 
VR AIS (4) I 


Charles R, Law 802 Madison Ave, 


2 2b. DATE ame 

CO ws 
22d. ADDRESS 

y 2c.) NAME OF CEMETERY DR CREMATORY 


Ad ALY 3 Pradeeoni Ch Lure ha ap £2002 
‘Baltimore National 


| 23d. LOCATION (City, town or county) (State) 
ADDRESS 


Baltimore 


APRLe OBS forer’ A Vc ge 


20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


04892 teen 2 2 CERTIFICATE OF DEATH 


5 bs rence pears a ey eal he (Where deceased lived. If institutian: Residence before admissian) 
eh o. b. COUNTY, 
Carroll MARYLAND Maryland Carroll 


Bb. CITY OR TOWN (If outside corporate limits, write |.c, LENGTH OF STAY IN 1b || a CITY OR TOWN (If aulside corporote limits, write RURAL and give nearest tawn) 
RURAL and give nearest tawn) 


Sykesville 6 yrse 8 foe X Sykesville 


d. OP RGUTON OS (If nat in haspital, give street address) d. STREET ADDRESS e Phase | 
Grandview Nursing Home || ) 1 Circle Drive, Rt. 4 es LD] NOE 


. NAME OF First Middle Lost 4. DATE Manth Day Year 
DECEASED 


OF 4 
(Type ar print) MABEL Ge WEER DEATH April 29 ; 1965 
5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [-] [8. DATE OF BIRTH %. AGE [in ron PEUNDER TS TF UNDER 24 HRS, 
lanths Haurs Min. 
female hite WIDOWED [RJ pivorceoo} | Dece 2 5s 1883 87 ie ys | Ho in 


10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHATCOUNTRY? 
during mast of warking fife, even if retired) 


housewife home Virginia U.SeAe 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James H, Dolly Kibler 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes. na, or unknown) {IF yes, give wor or dates of service) 
no | a 2 ‘hb g Home Records 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] INTERVAL BETWEEN 


hi ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: (fe 
‘ IMMEDIATE CAUSE (a] th AL 


x 19s 9 
Canditians, if any, which 
gave rise ta immediate 


cause (a), stating the under. 
iviog tein ty 6s” 
Part Il. OTHER SIGNIFICANT CONDIJONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|1% WAS ANIOESY 


yes] No fq 


¥ 


after death. Poge 4 


by the funeral director, 


Pages 1 and 2 shauld be filed with 


& 


2 
oO} 
= 
24 
= 
a 
€ 
5 
8 
a) 
= 
6 
< 
eh 
= 
FS 
£ 
a 
D 
RS 
a) 
tS 
es 
o 
2 
= 
~ 
a 
2 
o 
‘3 
ee 
© 
D> 
3 
2 
6 
4 
2 
rot 


fh. 


icate be executed within 24 


Then please *emave carbon papers. 


the State Board of Health prior ta buriol, cremation, or removal, and in ony event, within 72 haurs after 


200. ACCIDENT WAS _UNDERLYING £) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
OR CONTRIBUTING 0) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, T20F. (City ar town) (Caunty) (State) 
Hour a. m. While Not while factary, street, office bldg., etc.) | 
at wark [[] at work [J ! 


21.1 certify that (I) (this haspital) attended the d eased fram._____, [GAS F. 18= 2 10-AZ. ~ that (I} (we) last 


saw the degeased alive an., AAL19 8S and that death occurred 2.5 fa, fram the causes and an the date stated abave. 


2b. DATE 
ATTENDING MED. STAFF SIGNED 
M.D. | PHYS. Director LO] PHys. 0 


oe Nae HOWARD E. HALL set Pek 


TENDING PHYSICIAN: The law requires that the death ce: 
MEDICAL CERTIFICATION 


Ni 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State) 


BURTAT.” | 5-2-1965 Graves Chapel s Virgi 


+h 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


C. M. Waltz, Box 241, Sykesville,Md. vate MAY 3 frhantes Qeecdge 


page 3 should be detached for use as the burial-transit permit. 


may be retoi 
& TO FUNERAL 


TO HOSPITAL 


ae 
as 
Z> 
2 


. MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04893 CERTIFICATE OF DEATH 8357 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a BE a. STATE b. COUNTY 
CARROLL MARYLAND MARELAND 


b. CITY OR TDWN (if outside coi Pera) limits, ¢. LENGTH OF STAY IN 1b |) c. CITY OR TDWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town: 


—_ 


Pages 1 afhg-2 


ny event, within 72 hours after de 


R FES. : MANCHESTER 
d. NAME OF HOSPITAL OR INSTITUTION (f not In hospital, Pa Street address) || d. STREET ADDRESS 6. JS RESIOENGE 


106 York Streat ! yes] no ley 


3. NAME OF First Middle 5 Day Year 
DECEASED # 


OF = 
(Type or print) _ESTA MAY DEATH is 19 62 
5. SEX 6. COLOR OR RACE | 7. wARRIED [J-NEVER MARRIED []| ® OATE OF BIRTH 3. AGE Gh years [IFUNDER 1 YEAR|IF UNDERZS ARS. 


Ferme Wht. Neco nneonset 11/26/1899 last bh “¢ Peed Days | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of workdone} 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) YLAND 


14. MDTHER’S MAIDEN NAME 


Charles Leese Laura Hale 


a 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give war or dates of service’ 
No “$o-60697| wr, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), andAc).] INTERVAC BETWEE! 


PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 
ene? eae ae CAUSE {a). 


OUE TO tM VY 


Conditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the QUE TO 
underlying cause last. (c) 


PART II, DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN IN PART 1(a) 19. jade! eal 


YES vu No 


® 


ficate be executed within 24 hours after death. 


id completely filled in by the. funeral 


ove carbon papers. 


a 


or removal, 


, 


, cremation, 


or attending physician. 


20a. ACCIDENT WAS UNDERLYING a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


p.m. 19 at workL | at work 
21. | certify that (!) (this hospital) attended the deceased fro 1952. to. 19.407, that 
saw the deceased alive on 19 and that death occurred at_7EM, fromthe causes and on the date stated above. 


; qi 22b. DATE SIGNE 

e Wl { td M.D. BIE" (2 Bittoron ot oo = S/éy—- 
Cc. YSICIAN’. 

Ba Sin W It Fo Ard ye | "MAL CA CS Fer dd. 


23a. BURIAL, mat” |i, /8 23d. 76 5. 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 


St. David's(Shermans|) York Co. Pa. 
24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR'’S SIGNATURE 
VR AIS (4) Tipton-Eline Fun.Heme,Hampstead, Mde | APR 7 1965 foots age. 


After this certificate has been signed by the attending ph 
MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit. Then pl 


Page 4 may be retained by the hosp 
should be filed with the State Dept. of Health prior to bu: 


TO FUNERAL DIRECTOR: 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


894 - MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
04 7 pCR tesnat AG anc BBE aia USB98 


in: Residence before edmis 


lanl 
= 
= 
=e 
i 
Jom 
bs | 
Sj 


+ | 1. PLACE OF DEATH 


Ui 


PART lI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GI 19. WAS AUTOPSY 


oo e. COUNTY e. STATE b. COUNTY 
geo |__Garroll__ MARYLAND iid amid 
$u=s b. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
$2 SE writs RURAL and give naarast town) . a - 
Rote Sykesville days Alexandria 
ek, 33 d. NAME OF HOSPITAL OR INSTITUTION (it not in hospital, give streel address) pd. STREET ADDRESS 1S RESIDENCE” 
2 Pa ON A FARM’ 
sees /*| Springfield State Hospital 523 N. Columbus Street ves [] No 
# a iq = 3. I pba 81 First Middle Lest ‘ 4 DATE Month by a 
= H £3 capeeeen) CUSTIS WINDER | seare April 8, 1965 1p 
2 2 (ee ae ee — = 232) ees ais 
go ie 3. SEX 6. COLOR OR RACE|7 saprieD lal NEVER MARRIED [-] | 8- DATE OF BIRTH 9 iF x 
Re! < 2 Months] De 
. male Negro wipowep[_] _vivorceD 2-28-16 lonths | Deys 
s 3 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign couniry) "| 12, CITIZEN OF WHAT COUNTRY? 
& Bo. done during mos! of working life, aven if retired) | | U.S 
g8eut Truck Driver | U.S.A. SoA 
yaks & 3 13, FATHER’S NAME = | 14, MOTHER'S MAIDEN NAME a 
a 2 ~ 
cy gee 3 Custis Winder | Virginia Erickhouse 
ES se . WAS EES ad. IN 1.5. ARMED force ~] 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
zo += ‘es, no, or unkown) | (Ifyes give werordetesofservice) Py 
pezé Os * 10-4517 | Reeords, Springfield State Hospital, Sykesville, 
g2Fa 18. CAUSE OF DEATH [Enier only one ceuse per line for (e), (b), and (c). INTERVAL BETWEEN Te 
Zeus ONSET AND DE 
x=5¢2 PART |. DEATH WAS CAUSED BY: : ‘. Vig se a 
eee £ IMMEDIATE CAUSE fe) Heart failure | Months 
ag Yee rr aie | DUE TO 
Ze 5 Conditions, if eny, which Coronary arteriosclerosis Years 
Cire geve risa to immediate ceuse 7 = 
2s {a), steting the underlying (DUE TO 
$5 couse last. te) 
a 
mS 
° 
> 
2 
= 
a 
2 


as) 
2 
: 
=e 
> 
co} 
€ 
5 
§ 
5 
= 
2 
id 
8 
8 
z 
3 
2 
: 
2 
= 


z 
8 2 PERFORMED? 
9 Ee - q = . 1 - : a ee 
HE a <| Psychiatric Impression: Schizophrenic reaction, paranoid type. ves (a) no [ 
= = | 20a. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Il of item 18.) >= 
a & | PRIMARY [] or CONTRIBUTING [] | 
8 S| CAUSE OF DEATH. | 
= s 20c. TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, » 20f. (City or town] (County) (Stele) 
= 2 5 ican rs While <Not While fectory, street, office bldg., etc.) | 
Fd s ® = p.m, 19 et work at work | 
4 $ = 21. I certify that | took charge of the remains des d above, held an Autopsy Km Inspection ie Inquiry ts and in my opinion 
2 = oo. 
os 3 death resulted from.’ Natural causes [] Suicide [], Homicide Oo Undetermined manner ea} 
= 
Boe 2 . CHIEF MEDICAL EXAMINER 
o 
7 3 ACTUAL 
aa = PeueoEE clasios MEDICAL EXAMINER [_] Teg oy he 


DEPUTY MEDICAL EXAMINER 


adh dvof 


EXAMINER'S 
NAME (Type) 


“ 


OCAMION (City, townaor country) ‘NidVewdria ; 


4 should be forwarded to the Chief Medical Examiner's O} 


TO FUNERAL DIRECTOR: Page 3 should be used as a bu 


TO DEPUT! 
please exec 
Health or i 


" MARYLAND STATE DEPARTMENT OF HEALTH 
ogks N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_CERTIFICAT DEATH U5354 
ag nso ERIC, 


Pages 1 and 


‘ hours after death. 


10a. USUAL OCCUPATION (Give kind of work done 
durlng most of working life, even If retired) 


lease remove carbon 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


USUAL ENCE (Where deceased lived, If Institution: Residence before admissjon) 
a, STATE b.county Pr.Geo's 
Carroll MARYLAND Maryland CA eat a 
b. CITY OR TOWN (If outside corporate limits, ¢c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Finke . 
Sykesville 6 mos./18 das We Greenbelt LOX - 
~~. NAME OF HOSPITAL OR INSTITU’ A @. IS RESIDENCE 
; TION (if not In hospital, give street address) || d. STREET ADDRESS 9108 Edmonston Rd. ON te 
Springfield State Hospital yt ; 4 ves] no Gd 
NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED *. OF 5 
(Type or print) Esther Lucy Loomis WRENN peaTH = April 2h, 19 65 
. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR |IF UNDER 24 HRS, 
s last birthday) (Months | Oays |Hours ) Min. 
flemale white wipowed [J pwvorced x} | -1-1890 75 yrs. | | 


Tb. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY Pert Geee COUNTRY? 


U.S.A. 


Housewife Kansas 


DeWitt Charles Loomis - dec. Maud Morris - dec. 


, cremation, or removal, and in any event, wit! 


ficate has been signed by the attending physician and completely filled in by the funeral 
-transit permit. Then 


i 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
(Yes, no, or unkown) ie Ser Se "3 
no Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: Pe Aa : : SEEN E 
sv, IMMEDIATE CAUSE (@) Acute heart fajlure. mins » 
6 /é X QUE TO 
Conditions, If any, which )_Bronchopneunonia. days 
gave rise to Immediate 
cause (a), stating the( OUETO r F 
underlying cause last, «Mitral valve disease or rhunatic heart disease. [years 
& | PARTI. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUTNOTRELATEO 10 THE TERMINAL DISEASE CONOITIONGIVENINPART (a) [19. Was AUTOPSY 
= oe 2 
s ves kk} not] 
= 
i | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part Il of Item 18.) 
& | OR CONTRIBUTING |) CAUSE OF DEAT! 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
| 2c. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED ] 200, PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) Gtatey 
Fy Hour While — Not While factory, street, office bid: 
= D. 19 at work at work 
21. | certify that (1) (this ane attended the deceased from__10-6-6), _, 19_, to__i=2)—45 , 19__, that (1) (we) last 
saw the deceased alive on rand 19____, and that death occurred atl 30h f/di8 the causes and on the date stated above. 


2a. SURE = i DATE SIGNED 
a , ATTENDING — MED. STAFF 
Da. Tm ant Mp. PHYS. C1 omector C] pays. Gl| 25-65 


22c. PHYSICIAN’S 22d. ADDRESS Springfield State Hospi tal 
2SVi f, 7 


Antonius GImnn, M.D. 


Page 4 may be retained by the hospital or attending physician. 
director, page 3 should be detached for use as the bu 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 
should be filed with the State Dept. of Health prior to bu 


TO FUNERAL DIRECTOR: After this cert 


23b. OATE THER 


or county) 


NAME (Type) 
ra (State) 


23d, LOCATION (Clty, to 


wAAPR 28 1909 


BURIAL, CREMATION, 
REM QvAL, pecify) 


fs 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


owt 


- awa. 
ig KO 
/vp\__L24896 CERTIFICATE OF DEATH neg OO OU 
+ os = 
3 oes \4 vi ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insittion: Residence before odmision) 
= 23 “ Carroll marYLAND || °° Md. BrCOUNTY” <Garnedd: 
£ Be b. CITY OR TOWN (If outside corporole limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If aulside corporote limits, write RURAL and give nearest town) 
$ 52 RURAL ond give nearest town) P 
352 Syke svi X Sykesville 
g o2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
ie cd OR INSTITUTION ] ON A FARM? 
es x Rt. ox ly Rt 1 Box ly yes] No) 
\ 
4 8 an Ey NAME OF = First, Middle 7 Los! 4. DATE a Doy Yeor 
te {Type er print bd ertram Alber ZEGEr | vam Af, 17 19657 
cs : 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF Bi 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


Min, 


© 


lost birthdoy) 
oe oe 


White winowed [J porceo] jOct. 10, 1900 
10a. USUAL OCCUPATION (Give kind of work donel 10b. KIND OF BUSINESS OR ar BIRTHPLACE {Stote or foreign country) 


a oa bis peut life, even if retired) Balto. City, Md. 


12. CITIZEN OF WHAT COUNTRY? 


USA 


1g physician and completely fi 


Then please remove corban papers. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Edward G. Yaeger Elizabeth Koontz 
ra WAS ls Sapeieal a U.S. peda rence 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
OT as 21-22-7110 |Mrs. Edna M. Yaeger ‘Sykesville, Md. 


INTERVAL BETWEEN 
EATH 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (B), ond (c).] 


\ 
PART |, DEATH WAS CAUSED BY: Z : 
DEATH MEDIATE CAUSE ao A. (@%0pw GE Lesa Bh 


p22} DUE TO 


Conditions. if ony, which 


ENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 2. 


TT! 


® 


the registrar priar to burial, cremation, ar removol, and in any event within 72 hours after deoth. 


Sewatuai g ‘@ Ade © 4 recht Ka. DATE SIGNED 


eS 
oO 
2 
g 
ic 
° 
= 
ee 
z = govelvivel to) immediete ml 
a couse (0), stoting the under. ( DUETO ZA, f a Bi Leiria ion : 
cigs lying couse lost. te 1 GE a. 7 
See z 
wes 4 Parr Il. OTHER SIGNIFICANT CONDITIONS ZONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUTOPSY 
255 2 PERFORMED?, 
Ros i 
rs) 5 ves [] NO 
202 & [200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
$e & | OR CONTRIBUTING LC] CAUSE OF DEATH 
sud © | (iF EITHER. NOTIFY MEDICAL EXAMINER) s 
eee z SING DONS GN SS 
og6 & [20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 4 20F. (City or town) {County} {Stote) 
S238 3 Hour 0. m. While Not while factory, street, office bldg., etc.) ! 
si 3 3 p.m. 19 fat work [] ot work [7] ‘ 
ae ; PL 
35 21. | certify that | attended the deceased from___A¢#< at. 19.60, to__, ps ao 19.44. that | last saw the deceased 
#< is 
ee % ative an__-ff_Cf7\..0 fo. a 1265, and that’death occurred at_£ 2 LM, fram the causes and on the date stated abave. 
=O38 
° 
Ee} 
2 
= 
oO 
2 
5 
o 
° 
S 
& 


3 , 
=] PHYSICIAN'S 2 z ; 
s NAME (Type) ant Ok tima aS ioe hesiulle, Hd : 
& Ta. Ca ee Se ‘7b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY (7 | 22d. LOCATION (City, town, or county) (tote) 
ify) z : a 

E uria 20/6 Moreland Memoria Baltimore City Md. 
i 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 

VS AIS (4) i i i Va 

ae J. F. Eline & Sons Reisterstown, Md. omef\PPR Of Gokiayl, a 


hours after death. 


TO HOSPITAL ATTENDING PHYSICIAN: 


VR A15 (4) 5 


The law requires that the death certificate be executed within 2: 


Page 4 may be retained by the hospital or attending physician. 


id 


ian an 


ign 
it 


i 
director, page 3 should be detached for use as the buri 


After this certificate has been si 


TO FUNERAL DIRECTOR 


ed by the attending physic 
-transit permit. Then 


lease rem 


15M 4-64 


, cremation, or removal, and in an’ 


should be filed with the State Dept. of Health prior to b 


(e) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04897 CERTIFICATE OF DEATH UdSabi 


1, PLACE OF DEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
a. CDUNTY a, STATE b. aaa 
G MARYLAND Maryland altinore Cit 
b. CITY DR TDWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give hearest town) 
write RURAL and give nearest town) 
Sykesville ul { 


(S. Baltimore City Zae/ 
d. STREET AOORESS 


d. NAME OF HOSPITAL OR INSTITUTION hi 6. 1S RESIDENCE 
Tu (If not In hospital, zve street address) ON EARMY 


Springfield State Hospital No fixed address ves] no Gd 
3 AAME OF First Middle Last 4 DATE Month Day ‘Year 
(Type or print BESSIE (0m) ZEMAN DEATH April 3 1965 
5. SEX 6. COLOR DR RACE | 7, MaRRIEO |] NEVER MARRIED [-]| 8 DATE DF BIRTH 3, AGE (i years | F UNGER YEAR [FUNDER SRS. 
‘ , Oo fd a dast irthday) Months] Days | Hours | Min, 
Female white wIppweD [-] oworceo[]} 8-15-1876 SO yrs, 


10a, USUAL OCCUPATION (Give kind of work done 


1. BIRTHPLACE (County & State, or foreign coun 
during nie of working life, even If retired) : iO . i) 


12. CITIZEN DF WHAT 
COUNTRY? ee 


1Db. KINO DF BUSINESS DR 


Cook Bohemia Alien 
13. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
Vaclaw Zeman lary Kubianak 
15. WAS OECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, of unkown) io bive war or dates of service) 


Ko None Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ’ “ , ay 
IMMEDIATE CAUSE (a)__Dilatera] bronchopneumonia Weeks 
Foe OX DUE TD 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. {c) 
& | ParT Ii. OTHER SIGNIFICANT CDNDITIDNS GONTRIBUTINGTD OEATH BUTNDTRELATEO TD THE TERMINAL OISEASECDNOITION GIVEN INPART1(a) |19. WAS AUTOPSY 
| Cliro nic brain syndrome associated with cerebral arteriosclerosis, 2 Nia 
= | Daa aa . DESCRIBE HDW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
& | or CONTRIBUTIN 6 case DF OFATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY DCCURRED | 206. PLACE DF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
5 Hour a.m. factory, street, office bidg., etc.) 
6 While — Not While 
= p.m. at work at work 
21. | certify that () (this hospital) attended the deceased from_O=23=30 19, to_ie OD, 19___, that (I) (we) last 
saw the deceased alive on__n3=65 19, and that death pecurred at <2 “M, “stdm the causes and pn the date stated above. 


2b. DATE SIGNEO 
ATTENDING ~~ MEO, STAFF 
| O 


DIRECTOR PHYS. L-5 ~65 


Springfield State Hospital 
a 


M.D. 


PHYSICIAN'S, 
NAME (Type) A 


qustin del C Campo, /M. D. 


Sykesville, Marland 
23c. NAME DF CEMETERY 23d. LDCAJIDN , town or county) (State) 
ea mea 
a. REC'D BY 6 10K 25D. sMeorins Oe iATURE 
eZ Le, Def gi PR” 6 1965] fOr boa Noes, 


| tte AODRESS 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, "NS 38D 


04898 core g CERTIFICATE © OF DEATH 15269 


— 
\ 
j 


j. PLACE OF DEATH 24 Pam (Where deceased lived, Il institution: ae before edmission) 


e. COUNT i} f a ae hess rte 
fro A pT, MARYLAND f ae Vor 
L And give ‘KR town) 


b. CITY OR TOWN (if outside corporate limi ~~ |e. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outside corporete limits, write RURA 


Ppa, ay Sas olay 
a YDRye New 2 acide , fo- 
) 


in by the funeral 
jes 1 and 2 shou) 


in 24 hours after 
hin 72 hours after death. 


LU we 


—— 
NAME e OsPiTAL OR INSTITUTION {if not in hospitel, give street eddr d. ia ADDRESS: 


dawg vies KW UW 
‘3. NAME OF { 1 Last 
DECEASED \ . 
(Type or print) A y 
oa MARRIED 


5. SEX LOR OR RACE| 7. MARRI Pst rE years |IF UNDERT YEAR| if UNDER 24 HRS. 


(iy ” last bithday) 
fil. Lisp 3 wiboweD [-] _ DIVORCED [2 CES bog oe eae Rag 
3 


¥Oa. USUAL OCCUPATION [Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & Siete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


done during-most ol working lile, even if retired) 
pee =  Byvetline Tt pe 
“13. FATHER’S NAME 14g MOTHER'S MAIDEN NAME 
ae 
Lis kines 
187 WAS DEC} i IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
0 


(Yes, no, of wy; yes givewarordates of service) 


NO — Vo/-22 -oheb a Othe Z jewels Feegd 


“18. CAUSE OF DEATH [Enter only one cause per line for,(e), e and (c).] . INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0) Lk es : = = ie es 
& DUE TO 
Conditions, if eny, which ter aah hr ae UseecLer Arcus | 


geve rise to immediate ceuse 
(e), stating the underlying DUE TO 
cause last. ) : - 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle), 19. WAS AUTOPS 
CONT SU RSeIC DEN IE! i 
—_—— ete —= af yes [] no RY 


20a. ACCIDENT WAS UNDERLYING ca ‘DESCRIBE HOW INJURY OCCURED. (Enter neture ol injury in Pert | or Pert Il ol item 1B.) 


it. Then please remove carbon papers. # 


ian. 
by the attending physician and complet 


permi 


|, cremation, or removal, and in any evg 


OR CONTRIBUTING+E}-€A USE OF DEATH 2 p 
{IF EITHER, NOTIFY MEDICAL EXAMINER) =e 


20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) (Stete) 
While __Not While lectory, street, olfice bidg., etc.) | 
9 at work [ =]-—et-work ox 


MEDICAL CERTIFICATION 


that ) (this hospi is} Ca the deceased from that (I) (we) last 
, and that deeth occured &. M, from the causes and on the date stated above. 


22b. DATE 
ATTENDIN' STAFF 
Ese a GS DIRECTOR 1 pays. 


osepl F Baus: VILE i oe AM fp SLENZ,, Con © ae 
7, CREMATION, | ‘23b. bat THEREOF ME OF EMETES OR CREMATORY LOCATION (City; 
iD”, Aor) eset 87 Me mele Glen, 


VR AIS (4) x p ‘ ATURE i Ly BY REGISTRAR 


Za “CAPR 12. 


‘CTOR: After this certificate has been signed 


jould be detached for use as the burial-transit 


2 
5 
8 
8 
3 
3 
= 
& 
= 
8 
= 
3 
3 
e 
= 
a 
= 
3 
« 
3 
ia 
2 
z 
J 
© 
= 
= 
& 
iS) 
g 
E 
oe 
v 
z 
=| 
a 
z 
7] 
5 
a 


be retained by the hospital or attending physi 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITA! 
death. Page 

TO FUNERAL 
director, page 3 shi 


